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Foreword

This third volume of the Survey of Philippine Development. Research
compiles the papers presented during the seminar-workshop on “A Pro-
gram of Research on Health and Development” held on December 17-18,
1986, sponsored by the Philippine institute for Development Studies
(PIDS) and the University of the Philippines’ School of Economics
(UPSE).

These state-of-the-art review papers on health were put together to
identify research gaps and issues on health policies to assist PIDS in
formulating a research agenda on health.

It is therefore hoped that these papers will contribute to the efforts of
identifying future directions for health policies in the country.

February 1989
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Health and Development:

A Review of the Determinants
And Consequences of Health
Improvements in the Philippines

Algjandro N. Herrin and Maricar Ginson Bautista*

. INTRODUCTION

In the broadest sense, health is defined as a state of complete
physical, mental and social well-being (WHO, 1978). People place great
value on health and governments recognize health as a basic human right.
The Philippine Development Plan 1987-1992 noted that “The years follow-
ing 1975 witnessed a slackening in the advance towards improved health
and nutritional status and attaining small-sized families.” How does one try
to accelerate such an advance in the face of severe resource constraints at
both national and household levels? To properly answer such a question,
one must have a clear understanding of what determines various health
outcomes as basis for making choices regarding the most appropriate forms
of public interventions given scarce resources, and regarding which health-
promeoting activities can best be left to individuals and households. Implicit
in the above question is a common understanding of the consequences of
changes in health status. How much do we know about such conse-
quences? Are they serious enough to justify the reallocation of the already

-

Professor and Chairman, Department of Economics, University of the Philippines, .
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limited resources toward health-promoting activities, at the expense of other
activities?

This paper attempts to review available information that addresses the
above questions. It is hoped that this review will help clarify what we know
and illuminate areas about which we would like to know more. This paper is
organized as follows: Section Il provides a quick overview of the health
situation in the Philippines. Section Ill presents a simple framework for
analyzing the determinants and consequences of health status change and
describes various hypotheses regarding health and development interac- -
tions. Section IV reviews the empirical evidence for the Philippines. The final
section summarizes the findings and suggests research directions.

II. HEALTH PROBLEMS: AN OVERVIEW

Although several indicators have been used or proposed to measure
the various dimensions of health (Paqueo 1976, Andrews 1981; Sintonen
1981), it is still common to describe the health status of the population in
terms of traditional indicators such as mortality and morbidity rates. Interms
of mortality, the life expectancy at birth and infant and child mortality rates
are the commonly used measures. Morbidity rates by leading cause of
iliness have also been utilized to provide a rough indication of changing
health situation.

Sources and Adequacy of Data

Getting an accurate description of the health status of the population
is hampered by inadequate and often defective information on even such
traditional measures as mortality and morbidity rates. Common sources of
data such as the vital registration systems for deaths, and the death and
disease reporting system of the then Ministry of Health invariably produce
datathattend to be underestimates of the true mortality and morbidity rates.
Moreover, because of differential coverages of reporting of specific causes
of deaths or of ilinesses, the data also tend to present a distorted pattern of
the relative importance of various diseases and causes of death.

As an alternative, direct mortality and morbidity information can be
obtained from surveys. But such information are too expensive to get (e.g.
the sample sizes required to obtain stable estimates are quite large), and
may also be defective (i.e. understated because of failure to report all deaths
inthe case of montality, and recall problems and inaccurate reports of causes
of ilinesses in the case of morbidity).

Indirect estimates of mortality rates from census and vital registration
data provide another source of information of the health status of the
population. In the Philippines, these estimates are available only at few
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discrete time periods and are often not current enough to be readily useful
to detect more recent changes and trends.

In spite of such data shortcomings however, it is still possible fo get a
broad description of the more salient health problems from available
mortality and morbidity information.

Mortality

LEVELS, TRENDS AND DIFFERENTIALS. Table 1 presents selected
estimates of the crude death rate, life expectancy at birth, infant mortality
probability, and the life table child survival rates together with their respec-
tive average annual linear changes over selected periods. As the data show,
the progress towards mortality reduction in the Philippines have been quite
uneven. Mortality decline was very rapid during the 1950s, slowed down
considerably in the 1960s, but picked up again in the 1970s. Progress
towards raising life expectancy at birth, however, appears to have slowed
down in the second half of the 1970s compared to the first half, as are the
child survival rates. The downward trend in infant mortality rate in the first
half of the 1970s appears to be sustained in the second half. By 1980, the
life expectancy at birth reached 62 years, the infant mortality rate declined
ta 58 per 1000 births, and the child survival rate frombirth to age 5 years rose
to 907 per 1000 births. Data for the 1980s, however, are hard to obtain.
There is speculation that progress towards mortality reduction would be
slower inthe 1980s compared to the 1970s because of factors related to the
decline in economic performance in 1980s (Herrin and Paqueo 1985).

it montality data at the national level are hard to obtain, data on
mortality differentials are even harder to get. The very little data available,
however, do show large mortality differentials by region (Flieger, etal. 1981).
In 1970, while the national average life expectancy was 56 years, this varied
from a high of 60 years in Southern Luzon (including Metro Manila) to a low
of 48 years in Western Mindanao. This difference of 12 years is more than
the difference inthe nationallife expectancy observed between 1948-50 and
1960, the period with the most rapid mortality decline in the postwar period.
The infant mortality rate (q ) also varied from 75 in Southem Luzon (including
Metro Manila) to 135 in Northern Mindanao; the difference is comparable to
the decline in the national rate from the early 1950s to 1975.

Indirect estimates of infant mortality rates from the 1978 Republic of
the Philippines Fertility Survey (RPFS) also show large variation by social
groups defined by the characteristics of the mother (Esclamad, de Guzman
and Engracia 1984). The infant mortality rate (q,) per 1000 births varied from
52 among mothers with college education to 118 among mothers with no
grade completed; from 69 among mothers who can read to 130 among
mothers who ¢cannot read; from a range of 48 to 72 among Christian mothers



Table 1: SELECTED ESTIMATES OF MORTALITY, PHILIPPINES, 1948-1980

Child Survival Rates at
Exact Ages
Life Expectancy at Infant Mortality 1, ) 1o )
Year Crude Death Rate Birth (e ) Probability (x%0) Age 5 (10 Age 10 (1 o
' Average Average Average Average Average
Annual Annual Annual Annual Annual
Ltevel Change Level Change Level Change Level Change Level Change
(x1000) (x1000) (Years) (Year} (x1 000) (x1000) (x1000) (x1000) (x1000) ({x? 000)
1948-50 216 - 425 - 166.5 - 751 - 700 -
1960 12.8 0.80 528 0.93 1133 4.8 834 75 821 11.0
1970 10.8 0.20 55.8 0.30 93.2 2.0 866 3.2 853 3.2
1975 8.7 0.42 59.4 0.72 76.6 33 888 4.4 877 48
1980 8.8 0.02 61.8 0.48 - 58.3 3.7 907 38 898 42
SOUR(}Eé :' .For 1948-50, estimates of crude death rate and life expeclancy at birth are taken from Madigan (1965), while estimates of infant

montality probability and child survival rates are oblained by interpolation from Modei Life Tabie, West, Levels 9and 11. For 1960, 1970
and 1975, mortality estimates are from Flieger, ot al. (1981). For 1960, mortality estimates are from Concepcion and Cabigon (1984).
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to 174 among Muslim.maothess;-and from 46 among blue collar working
“mothers to 74 among farm-related working mothers. Such social group

differences, except for the last category, are much wider than the entire

difference in the national infant mortality rate from 1960 to 1980.

CAUSE OF DEATH. Table 2 shows the major causes of death. These
include respiratory diseases, gastro-intestinal diseases, cardiovascular and
neoplasms, and various diseases related to infancy and early childhood,
including nutritional deficiency. In 1980, the ten leading causes of death
constituted roughly 42 percent of all deaths. Moreover, of the ten leading
causes of death in 1980, close to half (49 percent) was attributed to
respiratory and gastro-intestinal diseases.

Table 2: DEATH RATES BY LEADING CAUSES,
PHILIPPINES, SELECTED YEARS

Death Rate Per 100,000 Population

Causes 1950 1960 1970 1980 1984
Pneumonia 136.7 1004 1182 936 893
Influenza 26.1 - - - -
Bronchitis 1006 572 279 - -
Respiratory tuberculosis 13565 921 770 596 529
Gastro-enteritis 577 605 35.0 - -
Dysentery 7.0 - - - -
Diarrhea - - - - 279 278
Heart disease 18.7 276 340 608 61.0
Disease of vascular system - 206 358 438 396
Malignant neoplasm 86 182 256 332 302
I-defined disease of _

early infancy - 325 191 - -
Nutritional deficiency 1136 544 255 153 134
Measles 383 - - 10.7 9.8

Nephritis, neophrotic
syndrome, nephrosis - - - 9.3 8.5
Accidents - 146 248 187 168

SOURCES: Philippine Health Statistics series 1926-1972 (Manila: Disease Intelligence
Center, Department of Health); Philippine Vital Statistics Report series 1972-
1977 {Manila: NCSO/NEDA); Philippine Health Statistics 1981-1984 (Health
Intelligence Service, Ministry of Health) as reported in Zablan (1986).
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The age pattern of mortality in 1983 from the ten leading causes is
shown in Table 3. Pneumonia, diarrhea, measles and nutritional deficien-
cies are seento be the major causes of death of infants and young children.
(See also Table 4 for the ten leading causes of infant deaths.) Tuberculosis
progressively gains inimportance as a major cause of death from age 15 to
later aduithood. In contrast, cardiovascular and neoplasms are the major
causes of death of adults towards the end of their economically productive
life.

Morbidity

Table 5 shows the ten leading causes of morbidity from 1978 to 1984.
In 1984, respiratory diseases accountedfor 61 percent of all morbidity cases
among the ten leading causes, while diarrhea accounted for another 24
percent. Of greatinterestis theincrease in morbidity rates since 1980. Could
this be related to the increasing economic stress associated with the
declining performance of the economy which eventually culminated in the
economic crisis of 1983 and 19847

Regional marbidity rates by leading causes shown in Table 6 reveal
wide variations. Region 12 (Central Mindanao) exhibits the highest morbid-
ity rates while the National Capital Region (Metro Manila) exhibits the lowest
rates. Other diseases are area-specific. The incidence of malaria is highest
in Cagayan Valley and Western Mindanao, while schistosomiasis is one of
the ten leading causes in Eastern Visayas.

Nutrition

The major diseases (respiratory, gastro-intestinal and other infectious
diseases (i.e. measles) which affect infants and children are often associ-
ated with malnutrition. Malnutrition in itself is also shown as one of the
leading causes of death. Thus, in addition to mortality and morbidity rates,
it would be useful to examine available data on the nutritional status of the
population.

The nutritional status of the population is generally described in terms
of (a) energy and protein insufficiency; (b) growth failure, especially among
pre-school children; and (¢) micro nutrient deficiencies. Surveys conducted
by the Food and Nutrition Research Institute (FNRI) reveal the following
levels of adequacy: for energy, 88.6 and 89.0 percent in 1978 and 1982,
respectively; while for protein, 93.2 and 99.6 percent in 1978 and 1982,
respectively (FNRI, 1981; 1984). Behind these national aggregates are
variations by region, rural and urban location, household income, and
occupation of household heads, Inadequaciesin micronutrientintakes have
also been revealed in the FNRI data. For example, in 1982 the percent



Table 3: TEN LEADING CAUSES OF MORTALITY RATE BY AGE GROUP, 1983

Avitamino-
Diseases Tuber-  Diseases . ses and Nephritis,
Age Group Pneumo- ofthe  culosis, ofthe  Malignant . Other Nultri-  Acci- Nephrotic
nias Heart All Vascular Neoplasms Diarrheas Measles tionalDe- dents Syndrome and

Forms  Systems ficiencies Nephrosis
Under 1 yr. 950.3 249 341 7.7 10.7 373.2 1371 157.2 10.0 5.1
t — 4 yrs. 279.3 6.7 2.8 22 45 B83.4 96.3 342 8.1 4.0
5 - 9 yrs. 385 4.1 1.1 1.9 3.2 16.4 12.0 42 6.8 1.8
10 - 14 yrs. 13.2 6.8 0.8 2.8 4.7 55 1.8 1.3 6.3 1.5
15 - 19 yrs. 8.7 10.9 17.9 41 4.0 2.4 0.3 0.7 8.1 2.0
20 - 24 yrs. 99 165 17.8 8.4 8.3 2.7 0.2 0.9 115 3.0
25 - 29 yrs. 11.7 2186 286 11.4 9.6 23 0.09 1.1 121 4.1

30 - 34 yrs. 13.1 28.9 40.8 185 17.0 2.8 0.1 1.5 12.8 45
35 -39 yrs. 143 383 59.2 28.7 29.0 3.3 0.04 1.8 126 6.7
40 - 44 yrs. 20.7 60.0 90.2 46.9 50.7 4.0 0.2 2.6 144 a8
45 ~ 49 yrs. 28.8 82.0 123.2 731 75.3 7.3 - 3.2 14.6 126
50 —~54 yrs. 382 120.2 174.2 122.5 1146 10.7 - 4.6 17.0 176
55 ~59 yrs. 57.9 169.6' 219.2 1744 148.7 13.7 - 8.7 15.8 27.0
60 — 64 yrs. 102.9 292.9 330.9 2801 198.6 22.7 0.3 139 20.6 40.2
65 —~ 70 yrs. 132.2 4277 3949 423.5 2458 28.0 04 216 234 64.3

70 yrs. and

above §30.1 1279.9 272.8 1097.3 354.2 7386 341 108.2 42.7 150.4

SOURCE: Philippine Heaith Statistics, 1983, Health Intelligence Sarvice, Ministry of Health, as reported by Carifio (1986).
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8 Alejandro N. Herrin & Maricar Ginson Bautista

Table 4: INFANT MORTALITY: TEN LEADING
CAUSES, RATE (PER 1,000 LIVE BIRTHS)
PHILIPPINES, 1980-1984 AND
FIVE-YEAR AVERAGE, 1975-1979

1975-1979
Causes Average 1980 1981 1982 1983 1984

Pneumonia 134 114 105 102 102 115
Respiratory Conditions

of Foetus and Newborn 2.6 55 53 6.1 6.2 53
Diarrhea 4.9 4.0 47 3.4 4.0 3.4
Congenital Anomalies 1.8 2.4 2.0 2.1 1.9 1.7
Avitaminoses & Other

Nutritional Deficiencies 5.1 2.1 2.0 1.4 1.7 0.9
Birth Injury and Difficult '

Labor 0.9 1.6 15 1.1 15 0.4
Acute Bronchitis and

Bronchiolitis 1.5 1.0 1.0 0.7 1.1 -
Measles 1.0 1.0 1.3 1.2 0.7 1.5
Meningitis 0.7 0.6 05 0.5 - -
Dysentery, all forms 0.2 0.3 - - 0.6 0.04
Septicemia - 05 04 - -
Tetanus ' - - - - 0.9

SOURCGES: Philippine Health Statistics, Health Imelligence Service, Ministry of Health, '
1880-1984 as reported by Zablan (1986), and NEDA (1985).



Table 5: TEN LEADING CAUSES OF MORBIDITY, PHILIPPINES, 1978-1984
(Flate Per 100,000 Population)

_ YEAR
Causes

1978 1979 1980 1981 1982 1983 1984
Bronchitis 4556 = 4713 427.3 507.1 552.2 5778 10395
influenza 488.7 406.0 419.9 4455 4455 4479 783.3
Diarrheas 462.6 466.2 413.0 4827 4356 443.6 962.6
Pneumonias 2488 2722 2427 2486 1083 2375 3376
Tuberculosis, All Forms 2605 233.6 2324 2358 206.2 179.2 268.0
Malaria 77.7 68.2 821 89.1 68.9 88.0 2074
Malignant Neoplasms 43.6 434 59.8 50.0 - 49.7 50.6
Dysentery, All Forms 60.7 60.7 56.7 54.4 66.7 - -
Measies 61.2 62.8 55.4 54.6 67.3 M7 1265
Whooping Cough 335 - 411 38.7 313 274 -
Infectious Hepatitis - 18.0 - -~ 16.5 17.6 28.3
Accidents - - - - - - 156.8

SOURCE: Philippine Heaith Statistics, 1978-1984.

Health Inteliigence Service, Ministry of Health as reported by Zablan (1986).
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Table 6: TEN LEADING CAUSES OF MORBIDITY BY REGION, 1983

(Rate Per 100,000 Population)

Region
Causes

! i i iy v 1%} vii Vi X X Xi X NCR
Bronchitis 6753 957.3 9143 3455 2947 7658 586.0 4371 752.0 8150 7085 134486 6939
Diarrhea 5316 8870 8044 3056 2963 4894 4456 537.4 9238 5751 3708 11254 3095
Influenza 4185 8340 8834 2472 1322 3304 2132 3348 t167.6 4222 5283 17357 2009
Preumonia 238.7 158.1 277 1234 1707 2041 180.0 3316 2830 401.8 19386 698.2 127.1
Tuberculosis :

All Forms 187.8 1480 2012 1323 3093 2450 1507 3285 2442 1685 1849 3239 1775
Measles 88.3 65.0 96.1 56.4 63.3 56.5 63.0 1089 108.0 1284 990 116.0 915
Dysentery, _

All Forms 70.2 64.3 305 118 27.1 844 1452 954 2075 2008 1732 3322 -
Malignant _

Neoplasms 43.4 27.9 497 42.2 26.0 54.2 57.6 28.5 342 824 452 40.5 81.4
Malaria 306 6818 1.1 1179 8.9 - - - 510.0 198.7 165.2 735 -
Whooping Cough 29.7 28.9 21.2 255 25.7 276 10.3 95.8 73.1 452 363 78.4 -
Infectious

Hepatitis - - - - - 207 9.7 - - - = - 234
Schistosomiasis - - - - - -~ - 42.1 - - - - -
Diptheria - - -~ - - - - - - - - - 17.1
H-Fever - - - - - - - - - - - 11.6

SOURCE: Philippine Health Statistics, Health Intelligence Service, Ministry of Health,

01
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Health Improvements: Daterminants and Consequences 11

adequacy of intakes of iron, calcium, thiamine, riboflavin, niacin and ascor-
bic acid were 91.5, 80.4, 71.8, 56.3, 119.7 and 91.1, respectively.

A salient feature of the nutrition problem s the nutritional status of pre-
schoolers. Survey data from FNRI reveal that undernutrition (less than 85
percent of standard weight-for-height) among pre-schoolers was 13.8
percent in 1978 and 9.5 percent in 1982. Data from the Philippine Nutrition
Surveillance System (PNSS) cited by Florentino (7986) revealed that
undernutrition, similarly measured, was 13.3 percent in 1984 and 14.3
percent in 1985. If the data are indeed comparable with the FNRI data, it
appears that there has been an increase in undernutrition rates among pre-
schoolers after 1982, a finding that is not inconsistent with declining
incomes, increasing underemployment and rising prices of basic commodi-
ties, especially food, during the period.

Summary

Philippine health problems have much in common with the health
problems in the developing world. Respiratory, gastro-intestinal and other
infectious diseases together with nutritional deficiency constitute major
causes of death and of morbidity. Cardio-vascular and neoplasms, how-
ever, are also important causes of death and are expected to become even
more so. Faced with thesedisease patterns, the country is now challenged
to cope with highly differentiated major categories of diseases in terms of
etiology and methods of control, and, will have to do this with severe
resource constraints.

Policy choices can be facilitated by information regarding economic,
social, biological and environmental determinants of various health out-
comes that can serve as basis for assessing altemative health - promoting
strategies. On the other hand, there is also a need for empirical information
on the economic and social impacts of mortality and health improvements
to serve as basis for strengthening commitment to the allocation of re-
sources toward health promotion and disease control.. The subsequent
sections of this paper review the state of knowledge on both determinants
and consequences of health status change.

lll. DETERMINANTS AND CONSEQUENCES OF HEALTH
IMPROVEMENTS: CONCEPTUAL FRAMEWORK

Determinants

ALTERNATIVE PERSPECTIVES. In reviewing health-related field studies
in developing countries, Mosley (7984 ) notes that these “are carried out by
either biomedical or social scientists, each approaching the problems from
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their own disciplinary perspective with very little recognition accorded to

biosocialinterrelationships” (p. 4). Biomedical field studies typically attempt
‘to identify critical risk factors associated with specific diseases that might be

modified by specific intervention programs. These studies, however, have

little to say about the role of socioeconomic determinants. Social science

studies, on the other hand, typically attempt to relate health outcomes with

various socioeconomic processes. However, these studies often produce

various health outcomes largely unspecified or untested because the
'mechanisms through which these processes operate are examined ontheir
own, While each approach may contribute to illuminating specific aspects of
the determination of health outcomes, a broader perspective is needed to
analyze biosocial interactions as a basis for informing public policy. In an

attempt to provide such a broader perspective, Mosley and Chen (7984 )

proposed an analytical framework for analyzing the determinants of child

survival that incorporates both the social and medical science perspectives.

TheKey to their analylical framework is the identification of a set of proximate

determinants, or intermediate variables, that directly influence the risk of

morbidity and mortality. Social and economic determinants are seen to

affect health outcomes throughtheirimpact onthese intermediate variables.

Schultz (1984 ) adopts a similar conceptual framework, and explicitly con-

siders the econometric specifications needed to obtain valid statistical tests

of the interactions between socioeconomic determinants, proximate vari-

ables and health outcomes. A simplified but comprehensive framework is

described below. This takes account of the above analytical contributions,

and at the same time highlights two other aspects, namely: the dynamics of

individual/household decision making, and the impact of exogenous

changes, principally those resulting from public policies/programs including

health-promoting and disease control policies/programs, on health out-

comes.

CONCEPTUAL FRAMEWORK. A simple framework for analyzing the
determinants of health outcomes and for organizing the review of the
literature can be described with the aid of Figure 1. The basic components
of this framework are the health outcomes, the proximate determinants, the
socioeconomic determinants, and the exogenous shocks. Underlying this
framework is a model of individual/household decision making.

As mentioned earlier, health is a multi-dimensional concept. While
attempts have been made to measure various aspects of physical, mental
and social well-being, most of the research so far undertaken use the
traditional indicators of health outcomes, i.e. mortality, morbidity and nutri-
tional status. Attention will be focused on the determinants of mortality,
morbidity, and nutritional status, specifically on infants and young children.

As conveniently described by Mosley and Chen( 7984 ),basedupon a
careful review of biomedical literature, the proximate determinants can be
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grouped into five major categories: (a) reproductive factors: parity, birth
interval; (b) environmental risk factors: air, food/water/fingers, skin/soil/
inanimate objects, vectors; (c) nutrient intake: calories, protein, micronutri-
ents; (d) injury: accidental, intentional; and (e) health care: preventive
measures, medical treatment. The first four categories of proximate deter-
minants influence the “rate of shift of healthy individuals towards sickness,”
i.e. morbidity rates, while the last category influences both morbidity rate
(through prevention) and the rate of recovery (through treatment). Ulti-
mately, sickness either leads to complete recovery (healthy state) or to
growth faltering or other disability among survivors, and/or death.

Socioeconomic determinants can be classified into three major cate-
gories: (a) individual endowments: unobserved biological endowments,
age, education, preference, beliefs, attitudes; (b) household endowments:
income/wealth, age-sex composition and human capital of household
members; and (c) community environment. The community environment
includes a variety of factors. These are (a) the ecological setting and natural
resource endowments: climate and soil; (b) the structure of markets and
prices for products andfactors of production, including labor; (c) the size and
structure of the population; (d) social structure and organization; (e) physical
infrastructures, and economic and social services other than health: and (f) .
health infrastructure and services.

Exogenous changes include changes arising from external shocks
and from public policies and programs. Changes arising from external
shocks include changes in the prices of export and import commodities that
affect the livelihood of a large proportion of the population, the development
of new health technology, and, additional heaith resources from interna-
tional organizations. A major source of shocks, however, is the set of public
policies and programs, notable among which are economic policies and
programs aftecting prices of products and factors of production, the provi-
sion of agricultural and industrial support services, and public expenditure
on physical infrastructure such as roads, irrigation, flood control, and
electrification as well as social infrastructures and services in the field of
education, health, nutrition, environmental sanitation and family planning.

In this framework, the individual/household, in an attempt to improve
its welfare, is assumed to make various kinds of decisions subject to a set
of opportunities and constraints defined by its individual/household endow-
ments and by the community environment. Exogenous shocks affect the
structure of opportunities and constraints facing individual/households
either directly by increasing individual/household endowments, or indirectly
through the community, either by increasing community resources and
services available to individuals/ households or by modifying the structure
of economic incentives, i.e. prices and wage rates. The individuals/house-
holds are then expected to respondto these changesin a manner perceived
toimprove, or at least prevent a deterioration of, their present economic and
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social welfare including their health status. Depending upon the nature of
emerging structure of opportunities and constraints, a “multiphasic re-
sponse”is expectedfromthese individuals/households interms of decisions
regarding savings/consumption, investment in physical and human capital,
time allocation and labor force participation, fertility, migration, disease
avoidance and medical treatment. These decisions in turn affect the
proximate determinants and ultimately the health outcomes together with
other socioeconomic outcomes, e.g. incomes, employment, education of
children, etc.

HYPOTHESES: PROXIMATE DETERMINANTS. In developing countries
where infant and child mortality are still high, itis interesting to see the major
proximate determinants of such a situation. The review of the proximate
determinants of child survival undertaken by Chen (1933) and selected
studies found in Mosley and Chen (1984b ) are particularly useful.

Child survival up to age 5 is generally influenced by the five proximate
determinants shown in Figure 1. When viewed from the stand-point of
mothers and children and viewed interactively, the five proximate determi-
nants can be reclassified in terms of the following factors. The first is
maternal factors, including age, parity, the interval between births, and
maternal nutritional status. These factors affect the mother's biological
resources for providing adequate nutritionto the fetus during pregnancy and
to the infant during breastfeeding. The second is nutritional factors which
include diet and feeding variables. The mother’s diet during pregnancy and
lactation influences the nutrition of the fetus and the child, respectively.
Since breastmilk alone cannot provide complete nutrition beyond 4-6
months, continuation of breast-feeding and the timeliness, adequacy, and
pattern of supplementation become important until the child is able to
consume a regular diet. The third factor is infections which may affect the
child both during pregnancy and early childhood. Maternal infection during
pregnancy is believed to contribute to low-birth weight and high neonatal
mortality risk. During the first five years of life, the child inevitably will
experience many infections, mainly respiratory and gastrointestinal in
nature, resulting from exposure to varying degrees of environmental con-
tamination. These infections are the major causes of infant and child
mortality, and have been known to interact with malnutrition. The last factor
is child care, which includes the availability of child health services and child
care behavior in response to illness.

In reviewing the evidence regarding the role of these proximate
determinants, the following relationships appear to be important and rea-
sonably generalizable (Chen 1983). ‘

(1) Maternal factors: Childbearing at very young (under 17) and

very old (over 35) ages enhances mortality risks. Parity affects
childhood mortality: the risk associated with the first birth is high,
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declining during the second and third births, and usually mono-
tonically rising thereafter. High parity implies more births at older
ages and at closer birth intervals, the latter can adversely affect
the index child by prematurely interrupting breastfeeding, reduc-
ing food supplementation and compromising child care time.
Close birth intervals could also compromise maternal nutritional
status during pregnancy.

Nutritional factors: Maternal diet and nutritional status during
pregnancy affect fetal growth and birth weight; maternal food
supplementation during pregnancy reduce the proportion of low-
birth-weight infants and neo-natal mortality. Breastfeeding is the
optimal form of infant feeding: during the first 4-6 months it
provides the following unique advantages: nutrient adequacy,
sterility, immunization against infections, antiallergenic proper-
ties, psychological bonding, and low ¢ost. Fully breastfed infants
tend to have lower mortality rates than bottle-fed infants. Part of
this relationshipis due to the interaction between artificial feeding
and either environmental contamination or nutritional intake:
artificial formulae are often mixed with contaminated water in
contaminated bottles, introducing orally transmitted infections:
moreover the formulae may be diluted because of prohibitive
cost, thereby reducing the childs’ net nutrient intake.

infection and environmental contamination: Maternal infec-
tion (e.g. mycoplasma infections of the genital-urinary tract
among pregnant women) is one cause of low birth weight and
high infant mortality. After birth, a child cannot avoid infections,
the most significant of which involve the gastrointestinal and
respiratory tracts. The infection rate and its severity culminating
in death is influenced by exposure to communicable pathogen,
the susceptibility of the host (partly determined by nutritional
status), and health behavior in response to iliness.

Chilld care factors: Many deaths due to infectious diseases and
malnutrition may be either prevented (e.g. immunization, sanita-
tion, adequate feeding) or treated successfully with curative
services (e.g. oral rehydration therapy, anti-biotics and nutri-
tional rehabilitation). Child care practices thus assume impor-
tance in determining mortality risk either in influencing exposure
toinfections and malnutrition or ininfluencing utilization of health
care services. .

Injury: This includes birth injury, physical injury, burns and
poisoning. Birth injuries can be prevented by correct delivery
procedures and adequate handling of complicated cases. Acci-
dental injuries are influenced by environmental risks. these
events, however, are difficult to determine.
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(6) Interaction between proximate determinants: Theinteraction
between the proximate determinants is extremely complex, and
as Chen (1983) observes: “ig still inadequately documented,
poorly understood, and probably variable cross-culturally” (p.
176).

HYPOTHESES: SOCIOECONOMIC DETERMINANTS. The relationships
between socioeconomic factors and health outcomes can be examined in
terms of the former's influence on the proximate determinants or in terms of
the former's net effect on health outcomes.

The major factors often hypothesized to influence both proximate
determinants and health outcomes are (a) individual/household endow-
ments (wage rates, education, household wealth/assets orincome) and (b)
community environment (measures of health infrastructures and services,
prices of basic commodities including health services, and indicators of the
physical environment). The specific hypotheses linking socioeconomic
factors and proximate determinants may be described as follows:

(1) Wage rate of household head and household weaith/assets
- an increase in wage rate and household non-labor income
increases the demand for children, for nutritious food, sanitary
facilities (water, toilets, housing), and preventive and curative
health services.

(2) Wage rate of the wife - an increase in wage rate reduces the
demand for children andthe time allocatedto child care and other
time-intensive health-related home activities.

(3) Mother’'s education - higher educationincreases productivity or
efficiency in the production of health inputs, i.e. nutritious food,
child care, use of health care services, and is related to prefer-
ences for small family size.

(4) Prices of health services - higher monetary and time costs of
health care services reduce demand for such services.

(5) Prices of other commodities - higher prices of food and
sanitation facilities reduce demand for such goods.

(6) Environment - adverse physical characteristics increases ex-
posure to the risk of infection and infestation, and affect time cost
of health care services.

The hypothesis concerning the net effect of socioeconomic factors on
heaith outcomes may be described as follows:
(1) Wage rate of household head and household wealth/assets
- an increase in wage rate and non-labor income increases
infant/child survival rates.
(2) Wage rate of wife - the effect of an increase in wage rate on
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infant/child survival rate is ambiguous. It could increase survival
rate through its effect on income, or it could reduce survival rate
through its effect on child care. Taking into account intrahouse-
hold substitution, the net effect would tend to be positive.

(3) Mother’'s education - the higher the education of the mother, the
higher the survival rate of children.

(4) Prices of commodities Including health services - the higher
prices, the lower the survival rate of infant/children.,

(5) Environment - adverse environmental conditions increases
infant/child montality.

The above hypotheses apply as well to morbidity rates and nutritional

status of children.

Consequences

Shown in Figure 1 as broken lines, health outcomes affect individual,
household and community welfare. But what are the mechanisms involved
by which different health outcomes affect welfare? Andreano and Helminiak
(1986) recently suggested a typology of disease impacts. Although the
study focused on tropical diseases, the typology is readily generalizable for
otherdiseases and other health outcomes. The social and economicimpact
of disease and other health outcomes may be categorized as follows:

HEALTH CONSUMPTION EFFECTS - the most apparent ef-
fects of disease are those that diminish the enjoyment (or consump-
tion) of good health among affected persons. This category includes
the direct pain and suffering associated with disease/infection, the
shortened enjoyment of life resulting from premature mortality, the
grief of persons affected by either physical incapacity or the stigma of
disease, grief related toimpending early mortality, and grief of relatives
and friends of those affected by a disease.

SOCIAL INTERACTION AND LEISURE EFFECTS - includes
stresses and constraints imposed on interactions between infected
persons and other members of their households and communities;
leisure time and recreation may also be reduced.

SHORT-TERM PRODUCTION EFFECTS - these include both
market and non-market impacts. Among the former are effects on
labor as a factor of production which include any of the following: (a)
the temporary loss of labor days due to inability to work; (b) the
permanent loss of labor supply days due to mortality; and (c) reduc-
tions in the efficiency of labor days supplied due to debility. On the
other hand, non-market production effects are those affecting produc-
tion of commodities for home consumption and household services
such as child care, production of nutritious meals, etc. :
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LONG - TERM PRODUCTION/CONSUMPTION EFFECTS -
these include (a) demographic effects (reduced mortality and popula-
tion growth) on consumption, labor supply and capital formation; (b)
effects on land and labor supply, for example, diseases which have
especially high transmission potential in certain land areas may
reduce the supply of productive land, because the settiement and
employment of land is discouraged; and (c) effects of better health and
nutrition on intellectual development, motivation, better academic
performance, innovative behavior and attitude towards risk.

IV. DETERMINANTS AND CONSEQUENCES
OF HEALTH IMPROVEMENTS: EVIDENCE

Proximate Determinants

Studies on the role of proximate determinants on specific health
outcomes based on national or large samples are hard to come by. The
available studies include multivariate analysis of the determinants of child
mortality (Martin et al. 1983), morbidity among household members (Layo
1977), and nutritional status of pre-schoolers (Battad 1978, Popkin 1980),
and bivariate analysis of the relationship between breastfeeding and mater-
nal and child health care factors, and child survival (Zablan 1986 ). In
addition to the above studies, we examined data from the Ministry of Health,
National Health Surveys of 1978 and 1981 as well as data from other
sources concerning such factors as matemal health care, breastfeeding,
health services availability, and environmental contamination variables
(Herrin 1985 ). ‘

MULTIVARIATE ANALYSIS. Using data from the 1978 Republic of the
Philippines Survey (RPFS), Martin, et al.(1983 ) assessed the $0Ci0-eco-
nomic and proximate co-variates of child mortality. The proximate determi-
nants of interest are the mother's age at birth of the child, the birth order, and
two environmental contamination variables. The results reveal that child
mortality risk (conditional probability of dying at a given age, given that one
has survived to that age) is significantly higher among children born among
mothers age less than 20 years than among mothers age 20-34 or 35 and
over. Between births among mothers in the ages 20-34 years and 35 years
and over, however, the mortality risk is only slightly higher in the latter than
in the former although a much higher mortality risk is expected among
children born of older mothers. The results also show that child mortality risk
is lower with the first birth, higher with the second and third births, and
highest with the fourth and higher order births, although a much higher child
mortality risk is expected with the first birth than with the second and third
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births. Thus the findings of Martin, et al. (1983 ) partially support the com-
monly expected relationships between child mortality and age and birth
order, respectively.

Martin, et al. (7983 )also found that the quality of sanitary facilities
(toilet-facility inside the house vs. outside the house or none) is negatively
related 1o child montality risk. The type of water supply (pipe/artesian well/
other), however, is not significantly related to child mortality risk. These
results for environmental contamination variables must be interpreted
carefully, however, as the authors caution. Both variables are measured at
the time of the survey and not at the time the births occurred.

Layo (71977 ) using household survey data from a randomly selected
national sample of 3,000 households collected under the Population,
Resources, Environment and the Philippine Future (PREPF) project, exam-
ined the relationships between the number of reported iliness in the
household during the 30 days prior to interview date to a number of
socioeconomic and proximate variables. The proximate variables of interest
are the quality of drainage, ventilation and water supply. The results show
that quality of water and quality of ventilation are important factors in total
iliness. These factors, together with quality of drainage are also found to be
significant factors in chronic ilinesses. The results are generally consistent
with expectations,

In examining the determinants of child nutritional status measured by
the child’s percentage of standard weight in a Laguna sample of 578 pre-
schoolers, Battad (1978) tested the effect of proximate determinants along
with several socio-economic factors. The proximate determinants are the
nutritional status of the mother (mother's percentage of weight for height),
and the number of children age 0-6 years. The results of the multivariate
analysis show that mothers' nutritional status had a positive effect on child
nutritional status among children aged 6-23 months, but no significant effect
among older children. Moreover the number of children age 0-6 years had
a strong negative effect among children aged 24 months and over, but the
strongest effect was among children age 24-47 months. The effect on
children less than 2 years of age was not significant.

In interpreting the results, Battad notes that the significant effect of
mothers’ nutritional status on the nutritional status of younger children but
not on older children reflects the effect of mothers’ nutritional status on the
fetus and the children’s birthweight, as well as subsequent breastfeeding
effects. Onthe other, the stronger negative effect of the number of preschool
children on the nutritional status of children 2-4 years old as against the 4-
6 years old means that the latter group “are better able to cope with shifts
intheir mother’s attention.” Moreover, the insignificant effect of children age
0-6 years on the nutritional status of children 6-23 months is interpreted to
mean that “Laguna mothers concentrate more attention on the younger
preschoolers than older ones.”
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In another study, Popkin (1980) examined the proximate determinants
of the nutritional status (weight-for-age and height-for-age measures) of
preschool children in Laguna. Nutritional status is modelled to be a function
of child care time, dietary intake, mother's nutritional status and quality of
water supply. A problem with the study is the limited sample (n = 68)
available for analysis aftertakinginto account the various data requirements
to estimate the mode!. The results show that very few of the coefficients are
statistically significant and the amount of variation explained by the regres-
sion is low. In spite of this, it is interesting to note that among the significant
coefficients, the relationships seemto be anincrease in per capita child care
time mothers with increases in the child’s nutritional status, whereas
increases in per capita child care time of older siblings reduces the child’s
nutritional status. This suggests that a substitution of “higher quality”
mother's child care time for “lower quality” older sibling’s child could have
unfavorable effects on child's nutritional status.

BIVARIATE ANALYSIS. Another proximate factor that affects child health
and survival is whether or not the child is breastfed during infancy. Recent
work relating breastfeeding and infant survival has been done by Zablan
(1985, as reported in Zablan 1986 ). Based on data from the 1983 National
Demographic Survey (NDS)), Zablan found that the proportion of infants
who survived up to the first year was higher among breastfed than among
non-breastfed infants: 0.864 vs. 0.583. For all children born between
January 1978 and the 1983 NDS, higher infant and child survival rates are
also found among breastied than non-breastfed children after controlling
separately for source of water supply and presence of sanitary toilet
facilities. For the last child bom between January 1978 and the 1983 NDS,
higher child survival rates are found among breastfed than non-breastfed
children after controlling for prenatal care, place of delivery and delivery
attendant. Several important interactions can also be noted from the data.
These are: (a) highest child survival rate is found among breastfed children
and where water supply source is piped water, while lowest survival rate is
found among non-breastfed children and where water supply source is
surface water: 0.960 vs. 0.793; (b) highest child survival rate is found among
breastfed children and where household has sanitary toilet than among non-
breastfed children and where household has no sanitary toilet: 0.961 vs.
0.783; (c) for the last child, highest child survival rate is found among
breastfed children who were immunized than children who were neither
breastfed nor immunized: 0.985 vs. 0.843; and (d) for the last child, highest
survival rate is observed among breastfed children and where the mother
had prenatal care and lowest when neither was the case: 0.978 vs. 0.873.

Taking advantage of Zablan's basic tabulations, one can examine the
bivariate relationships between child survival of the last child bom during
1978-1983 and several maternal and child health practices. Analysis
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suggests that child survival rates tend to be higher among children whose
mothers had some prenatal care, who were delivered in hospital/clinic,
whose birth was attended by a doctor or trained midwife, and who had
received immunization within the first 6 months of life, than among children
who had neither of these characteristics.

The above results together with those on breastieeding provide the
most recent national evidence on the role of proximate determinants and
their interaction in affecting child survival. The bivariate nature of the
analysis, however, preclude assessment of the partial effect of a particular
proximate determinant on child survival holding other variables constant.
Further analysis of the data using multivariate techniques is clearly called
for.

INFERENCES FROM BASIC INFORMATION. How much progress can be
achieved in improving child health and survival may be inferred from
available national information on specific proximate determinants. Some of
these information is examined here (Herrin 1985 ). _

Prenatal care is associated with higher child survival rates as was
noted earlier. This retationship is expected to operate through proper advice

" on maternal nutrient supplementation and diet during pregnancy, timely
-medical intervention for possible maternal irfection, and proper advice on
child feeding, all of which could affect birth-weights and child nutritional
status. Thus one factorthat could significantly affect child health and survival
in the Philippines may be the quality and timeliness of prenatal care that
pregnant women obtain. Data from the MOM, National Health Survey in
1978 shown in Table 7 reveal that 65 percent of pregnant women obtain
prenatal care or advice from non-professional health practitioners, i.e. hilots,
herbolarios and others. The quality of prenatal care obtained from these
practitioners may be expected to be lower than that which could be obtained
from professionals. Regarding the timeliness of prenatal care, the same
data show that 39 percent of women went for prenatal care/advice during the
first or second trimester, while 61 percent sought or obtained prenatal care/
advice only during the third trimester, and of the latter, 85 percent sought
non-professional heaith practitioners.

In 1980, 3.3 percent of total reported infant deaths were due to birth
injuries and difficult labor. A large part of these deaths could probably have
been avoided by proper delivery procedures and adequate emergency care.
Data shown from MOH in Table 8 reveal that half (53 percent) of total births
for the period 1979-1981 were delivered by non-professional heaith atten-
dants, i.e. hilots, herbolarios, relatives and others. The popularity of hilots
was attributed by respondents mainly in terms of the former’s accessibility.
Fifty percent of respondents mentioned “nearest the house” as the main
reason for seeking hilots, while another 11 percent mentioned “trust and
confidence.” Thus it appears that the popularity of hilots is partly due to the
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Table 7: PERCENTAGE DISTRIBUTION OF
RESPONDENTS CONSULTING HEALTH WORKERS
FOR ANTE-NATAL CARE BY

FIRST REFERENCE, 1978 *
Trimester of Pregnancy

Health Worker Percent First Second Third
Physician 147 429 269 30
Nurse 1.6 2.9 3.3 0.6
Midwife 18.8 30.0 43.7 6.2
Hilot . 11.9 20.1 24.1 51
Herbolario, Mother/ '

Mother-in-law, etc. 53.0 _ 4.0 2.0 85.1

Total Percent 100.0 100.0 100.0 100.0

Total Respondents 6,924,497 1,043,733 1,657,365 4,223,399

* Data refer to last pregnancy.
SOURCE: Ministry of Health, National Health Survey, 1978. (Table 20),

Table 8: DISTRIBUTION OF ATTENDANCE AT BIRTH
BY CATEGORY OF ATTENDANT, 1978 AND 1981

Birth Attendant 1978° 1981°
Physician - 9.0 17.6
Nurse 0.8 22
Midwife 11.9 27.0
Hilot 26.3 455
Relative and Others 52.0 7.7
Total Number of Births 6,924,492 3,860.638

* Data refer to birth of last child.

® Data refer to birth during past three years 1979-1981.

SOURCE: Ministry of Health, National Health Survey, 1978 and National Health Survey,
1981. .
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difficult access of a large number of pregnant women to professional
delivery attendants.

Another proximate factor that affects infant/child health and survival is
whether or not the child was breastfed during infancy. Table 9 presents
survey data on breastfeeding prevalence and duration in the Philippines
based on national demographic surveys. The data reveal that 85 percent of
children born three years prior to the 1978 RPFS were breastfed. Compa-
rable data for Thailand, Republic of Korea, and Indonesia show that
breastfeeding prevalence rates inthese countries is 90 percent or above. Of
10 countries where comparable data were available at around 1978, the

Table 9: TRENDS IN BREASTFEEDING PREVALENCE
AND DURATION, PHILIPPINES, 1973-1983

Source and Nature Percent Duration
Year of Data Breastfed  Mean Trimean n
(mos.)° (mos.)

1973 NDS (last child)® 86.8 - 123 7,190

1978 RPFS (All children born
three years before
survey date, 1978° 84.6 12.6 114 7,780
(9,531)°

1983 NDS (All children born
between 01/78 and
12/82 83.1 10.4 9.6 11,846
(9,531)°

NDS (Ali children born
between 01/78 and
07/83 83.2 11.2 9.6 12,865
(10,677)°

* National Demographic Survey.
¢ Republic of the Philippines Fertility Survey.

¢ Arithmetic mean based on reported duration.
(T,+2T,+T,)

¢ Locational average computed as: Trimean = 4

* Sample sizes for data on duration.

SOURCE: Zablan (1985), Tables 1 and 2.
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Philippines ranked second lowest in both breastfeeding practice and
breastfeeding duration (Zablan, 1985).

The data in Table 10 also suggest that in 1978 and 1983, higher
breastieeding prevalence rates tendto be associated with younger mothers,
rural residence and lower mother's education. Longer duration is also
associated with rural residence and lower educational status of mothers.
However, younger mothers tendto breastied their infants at shorter duration
than older women. Comparing the data between 1978 and 1983, there
appears to be a slight decline in overall breastfeeding practice and in the
mean duration of breastfeeding. The overall decline in breastfeeding preva-
lence rates s reflectedindeclines in all age categories, among ruralwomen,
among other areas outside Metro Manila, and among women of lower
educational status. Breastfeeding prevalence rates, however, appear to
increase among urban women, especially in Metro Manila and among
women with high school or higher education. With respect to duration, this
appears to decline across various categories of women except among
women in urban areas, in Metro Manila, and'with higher education (high
school or more). In sum, there appears to be a declining trend in breastfeed-
ing practice and duration of breastfeeding among sub-groups of the popu-
lation where breastfeeding is most likely to have an important effect on
infant/child survival. Moreover, efforts to encourage breastfeeding appears
to be more effective among urban and highly educated women. _

Child health and survival are also associated with the availability and
use of health services. Data on these (measured in terms of distance to
nearest health facilities) fromthe MOH, National Heatth Survey for 1978 and
1981 do not inspire much confidence as to their reliability. The 1981 survey
data for example, show large proportions of households under the catego-
ries “unaware/not concerned” or “not stated”, for each type of health facility,
which are not reflected in the 1978 survey. The data, shown in Table 11
however, suggest that a large proportion of households do not have easy
physical access to specific health facilities. This can easily act as a
constraint to the use of such facilities.

Finally, child health and survival are associated with environmental
contamination variables. Data fromthe census revealthat 76 percent of total
households in 1980 have access to safe water supply, animprovement from
61 percent in 1970 and 49 percent in 1960. However, only 49 percent of
households have sanitary toilets in 1980. Nonetheless, this is an improve-
ment from 23 percent in 1970 and 8 percent in 1960.

While itis easy to say that further progress can be achieved in reducing
infant/child mortality and morbidity by improving the levels of the various
proximate determinants, it is not ciear which of these factors should be given
priority givenscarce resources. Policy choices needto be guided, onthe one
hand, by knowledge regarding the relative effect of each of these variables
on overall health and mortality, and on the other hand, by the knowledge
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Table 10: TRENDS IN BREASTFEEDING PREVALENCE
AND DURATION BY SELECTED CHARACTERISTICS,
PHILIPPINES, 1978 AND 1983
(FOR CHILDREN BORN 2 YEARS BEFORE
THE 1978 RPFS, AND FOR CHILDREN BORN
BETWEEN JANUARY '78 AND DECEMBER '82
REPORTED IN THE 1983 NDS)

% Ever-Breastfed®  Mean Duration (mos.)

Characteristics
1978 1983 1978 1983
ALL BIRTHS 84.6 83.1 12.6 113
1. Current Age of Mother
15-24 87.8 853 11.4 10.4
25-34 85.4 83.3 12.6 10.9
3549 80.1 81.3 135 12.7
2. Residence
Urban 72.2 73.8 9.0 9.7
Rural 89.1 87.8 14.4 12.0
3. Region
Metro Manila 65.0 67.9 6.6 7.8
Other Luzon 854 84.1 13.3 11.4
" Visayas 89.1 87.9 15.0 12,9
Mindanao 86.6 83.9 12.2 10.8
4. Mother's Education
No Schooling 93.3 90.8 17.0 12,5
Primary 92.3 89.4 15.9 12.4
Intermediate g87.4 87.7 13.6 12.0
‘High School 64.2 675 10.0 10.8
College 1+ 64.2 675 7.3 7.9

» Excludes cases with no information on breastfeeding practice, on the selected
characteristics or on both.

» Prevalence/incidence mean based on proportions still breastfeeding.

< Arithmetic mean based on reported duration of breastfeeding for children who were
weaned, had died, and those still breastfeading during the 1983 NDS.

SOURCE: Zablan (1985, Tables 4 and 5),
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Table 11: PERCENTAGE DISTRIBUTION OF HOUSEHOLDS
‘BY DISTANCE IN KILOMETERS TO VARIOUS
HEALTH FACILITIES NEAREST TO THE
HOUSEHOLD, 1978 AND 1981

Distance

Type of Health Not Aware/

Facility 10 kms. Not Concerned
<3kms. 3-9kms. andover Not Stated

1978
Govermnment hospital 25.1 27.2 47.7 -
Private hospital/clinic 41.2 29.7 29.0 -
RHU/PC 465 34.3 16.7 25
Barangay Health Station 67.2  27.6 52 -

1981
Govemment hospital 21.3 18.6 28.6 315
Private hospital/clinic 328 18.1 14.6 345
RHU/PC 404 247 8.2 26.7
Barangay Health Station 42.3 143 1.8 41.6

SOURCE: MOH, National Health Survey, 1978 and 1981.

regarding the behavioral determinants of these proximate variables. Infor-
mation regarding the first, is yet to be firmed up by more careful studies
based on reasonably generalizable study populations. Information regard-
ing the second is the subject of the next sub-section.

Socioeconomic Determinants

The relationships between socioeconomic factors and health out-
comes can be empirically examined using two possible approaches,
namely, (a) single equation methods whereby measures of health outcomes
and measures of proximate determinants are jointly determined by a
common set of exogenous socioeconomic factors; and (b) structural equa-
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tion methods whereby socioeconomic factors not systematically correlated
with biological endowments or preferences influences proximate determi-
nants, while health outcomes are influenced by endogenously determined
proximate determinants (Schultz 1984 ). Much of the literature on the
socioeconomic determinants of health outcomes adopt neither of these
approaches. Instead, the common approaches employed are (a) to directly
relate health outcomes with socioeconomic determinants or (b) to relate
health outcomes with both socioeconomic and non-endogenously deter-
mined proximate variables. The latter approach is considered methodologi-
cally incorrect (Schultz 1984).

SOCIOECONOMIC DETERMINANTS OF PROXIMATE VARIABLES.
Several multivariate analysis of the determinants of dietary/nutrient intake,
breastfeeding and child care have been undertaken using survey data from
Laguna collected in 1974 through 1977 (see Evenson 1978 for description
of survey). These studies include those of Gonzalo and Evenson (1978),
Valenzuela (1978 ), Popkin (1978; 1980 ), and King and Evenson (1980 ).
Studies on the demand for health care and health service utilization is the
subject of a separate review by Ching (7986), and hence will not be dealt
with in this paper; so also with studies on fertility since these have been
reviewed elsewhere (Herrin 1980 ).

Gonzalo and Evenson (7978), in a study of 573 Laguna households,
found that the per capital household dietary intake of calories, protein and
Vitamin A, respectively, as well as per capital household food expenditures
varied positively with per capita household income (exclusive of wife’s
contribution) and household wealth, and negatively with household size.
These results are as expected. The effects of mother's education and work
status, however, differed by income level. At high levels of income, the
mother’s labor force participationincreases per capita intake of calories but
reduces the per capita intake of Vitamin A. At low levels of income, the
mother’s labor force participation reduces the household's per capita intake
of calories. On the other hand, at high levels of income, an increase in
mother’s schooling reduces the household’s per capita intake of calories. At
low levels of income, however, an increase in mother’s schooling tends to
increase per capita intake of the various nutrients but each relationship is
insignificant. It is difficult to interpret these results unambiguously. The
mother’s labor force participation ( the mother's wage rate might have been
the proper variable to use) may be capturing both the income effect and
substitution effects at high levels of income, and the substitution effect (i.e.
market work takes mother's time away from home production) mainly at low
levels of income. Mother's schooling at high levels of income may be
representing less taste or preference for home production.

Valenzuela (1978 ) using a sample of 543 household members repre-
senting 97 households in the Laguna case study, related individual dietary
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intake measured as a percentage of recommended daily allowance (RDA)
of calories, protein, Vitamin A and Vitamin C, respectively, as well as an
overall diet rating, with a set of socioeconomic determinants. In addition to
age and sex, these determinants include family size, mother's education,
time spent in food preparation, per capita food expenditure, percent mone-
tary income contribution of household member, and employment status of
the mother. The results for each nutrient indicate that increased family size
reduces nutrient infake adequacy, particularly significant for calories and

Vitamin A. An increase in mother' schooling (reflecting skills) significantly

increases nutrient intake adequacy of calories but has no significant effect

on others nutrients. The time spent in food preparation significantly in-
creases nutrient intake adequacy of calories, protein and Vitamin A but
decreases intake adequacy of Vitamin C. This result is difficult to interpret.

More time in food preparation may mean greater production of nutrients. On

the other hand, more nutritious meals may take more time to prepare. An

increase in food expenditures (reflecting income) increases nutrient intake
adequacy of both calories and protein but has no significant effect on Vitamin

A and Vitamin C. The labor force participation of the mother (partly reflecting

income) increases nutrient intake adequacy of calories and vitamin A.

Finally, the income contribution of the household member is generaily

positively related to nutrient intake adequacy, although it is significant only

for Vitamin A. Valenzuela considered this result as providing “support for the
hypothesis-that families do take earning opportunities into account in
distributing food among members” (p. 175).

- With respect to an overall diet rating (mean nutrient intake expressed
as apercentage of RDA divided by the number of nutrients x 100), the results
indicate that an increase in diet rating is positively related to mother’'s
education, mother's labor force participation, per capita food expenditures
andfood preparation time, and negatively related to family size. The variable
indicating the income contribution of the member, while positive, is not
significant.

Popkin (7980), using data from the Laguna survey on 99 households
which yielded a total of 70 preschoolers, examined the socioeconomic and
demographic determinants of their average daily calorie and protein intake.
The independent variables include the mother's age, education, and labor
force participation, per capita income of other household members, electric-
ity in the home, number of children in different age and sex categories, and
number of other persons living in the household. The resulits indicate that
mother’s age, education, and labor force participation which may be taken
to represent experience, skill and additional income, respectively, are
positively related to the preschooler's average calorie intake, but only
mother's age is positively related to the preschooler's average protein
intake. The presence of infants in the household reduces the preschooler's
average intake of calories and protein, respectively, perhaps indicating that
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mother’s attention tends to be concentrated on the infant at the expense of
other preschoolers. The number of boys aged 7-15 years increases the
preschoolers calorie and protein intake, respectively, while the number of
girls aged 7-12 years has a positive effect only on average protein intake.
These older children are expected to supplement mother’'s time in the care
and feeding of preschoolers. The number of other persons living in the
household has a negative effect on both the calorie intake and protéinintake
. of preschoolers. Given household income, it appears that the presence of
other persons tends to reduce food available to preschoolers.

In the same study, Popkin examined the determinants of child care
time (hours per week) and other activities, based on a total sample of 571
mothers. Among the significant results are the following. Mother's child care
time increases with the presence of infants in the home at the expense of
leisure and market production. The presence of other preschoolers in-
creases both child care time and home production time and reduces leisure
time. The presence of other persons in the household increases mother's
child care time but reduces her. home production time. Apparently other
members substitute for mother's home production time thus allowing the
mother to devote more time to child care. The other variables included in the
analysis, i.e. education, mother's work participation, per capita income of
household members otherthan the mother, and the electricity variable, were
not significant.

Popkin also examines the effect of mothers Iabor force participation
onintrahousehold time allocation. The results show that mother’s labor force
participation does not significantly affect child care time but significantly
reduces her own leisure time. Mother’s labor force participation, however,
increases child care time of older siblings.

In another study using the Laguna survey data on 99 households
which yielded 314 infants, Popkin ( 7978) examined the socioeconomic and
demographic determinants of breastfeeding. The results of regression
analysis for the total sample indicate the following: Higher breastfeeding
participation is positively related to mother’s belief that breast milk is best,
the number of siblings age 1-6 years, and to some extent, the number of
other persons in the household. Increases in the predicted wage rate of the
mother in rich households reduce breastfeeding participation, but is not
significant in poor households. The number of girls aged 13-15 years is
negatively related to breastfeeding participation among women in poor
households, but is not significant in rich households.

With respect to the duration of breastfeeding the belief that breast milk
is best and the presence of preschooler children increases duration. An
increase inthe number of girls aged 13-15 years who can substitute for child
care reduces duration of breastfeeding in poor households, but is not a
significant factor in rich households.

Other variables hypothesized to influence breastfeeding participation
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and duration such as income (father's wage rate and income of other
household members) and the nutritional status of the mother were found to
be insignificant.

A more general study of the determinants of time allocabon among
Laguna households was undertaken by King and Evenson (7980). Time
allocation (obtained by direct observation in 97 households) of the wife and
husband was distinguished between market time, leisure time and home
production time, the latter includes child care time (feeding and caring for
children), food preparation time and other home activities. The results with
respectto mother's time reveal the following. Anincrease in wife's wage rate
does not significantly reduce her home time but an increase in husband's
market wage does. Home capital increases home time. The presence of

-young children age 0-6 years, but especially infants, increases home time
of the mother. The number of okder children in the household has no
significant effect on home time. An increase in wife’s education however,
reduces her home time infavor of markettime. Controlling for her wage rate,
education represents wife's preferences for market work over home produc-
tion.

Summing up, the above studies indicate that the proximate variables
(dietary intake, child care and breastfeeding) are significantly influenced by
socioeconomic and demographic factors. Among the more important deter-
minants are income and mother's education for dietary intake and demo-
graphic variables on child care and breastfeeding.

SOCIOECONOMIC DETERMINANTS OF HEALTH OUTCOMES. Avail-
able studies relating socioeconomic factors directly to health outcomes
used several approaches. These include the use of simple correlations
between regional life expectancy or infant mortality rate and selected
regional socioeconomic indicators (Herrin 1981; Flieger, et al. 1981; West
1981), multivariate analysis of provincial infant moriality rates( West 1981 ),
multivariate analysis of infant mortality rate based on constructed time
series data (Herrin and Paqueo 1985 ), and multivariate analysis, based on
household survey data of chiki mortality (Martin, et al. 1983; Herrin 1984),
morbidity (Layo. 1977 ), and nutritional status of preschoolers (Battad
1978, Paqueo 1977, and Popkin 1980). An examination of these isin order.

Taking advantage of the regional heaith indicators compiled by Zablan
(1977 ) for 1970 or thereabouts, Herrin (7987) computed zero order corre-
lation coefficients (r) between each of these indicators and the 1970 regional
male life expectancy of birth estimated by Flieger, et al. (1981). The results
reveal stronger correlation between regional male life expectancy at birth
with percent literate of population age 6 years and over (r=0.72) and percent
of males in farming occupations (r = 0.71), than with indices of sanitation (r
= 0.43) or with the percentage of families with annual incomes below P5000
(r = 0.28). Moderate correlations (r between 0.50 and 0.61) were found
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between male life expectancy and indices of health facilities, health man-
power, infrastructures (percent of existing roads made of concrete), and
urbanization, respectively. These correlations suggest that both basic
development factors (literacy, economic structure and infrastructures) and
health service and related factors (sanitation and health facilities and health
manpower) and important in explaining regional mortality differentials.

Another study of areal differentials of mortality is that conducted by
Flieger, et al. (1987), where provincial life expectancies were found to be
closely correlated with several socioeconomic indicators. These indicators
include (a) percent of population urban (r = 0.51); (b) percent of towns with
electricity (r =0.73); (¢) percent of population 25 years and over with no
schooling (r=-0.64); (d) percent of population 25 years and over with college
education (r = 0.54); and (e) manufacturing establishments per 10,000
population (r = 0.47).

A study by West (7981) examined correlates of infant mortality at the
regional and provincial levels. Using data on infant mortality derived from
Flieger, et al. (1981) estimates and various indicators from the National
Health Survey and the Area Ferility Survey, the study found the following
bivariate relationships: higher regionalinfant mortality is associated with low
level of female education, low socioeconomic status index, high proportion
of the population with poor garbage disposal practices, low proportion of the
population having access to safe water supply, high proportion of women
using traditional health attendants, and greater proportion of the population
living a great (more than 5 kilometers) distance from a hospital. Onthe other
hand, using data from the census and Flieger, et al. (1981) provincial infant
mortality estimates, and applying regression techniques, the study found
that provincialinfant mortality was negatively associated with the proportion
of rural females with elementary education, proportion of households
owning aradio, and proportion of households with pumped water supply; but
positively related with the proportion of males who are famers, and the
proportion of women who married early.

Recently, it has been possible to examine more rigorously the macro
determinants of mortality using time series data on infant mortality meas-
ured as the life table infant mortality probability, q, (Herrin and Paqueo
1985). The time series data on infant mortality probabilities (q,) were
constructed by taking the infant mortality rate (IMR) estimates derived from
vital registration and census data as reported by the Disease Intelligence
Center of the Ministry of Health, and correcting these for underenumeration
and definitional difference (IMR vs. q.) using Flieger's, et al. (1987) esti-
mates of q, for 1960, 1970 and 1975. The correction factor for 1950 was set
at slightly above that for 1960, since there was no comparable estimate of
q, for 1950. Correction factors for each year in the intervals 1950-1960,
1960-1970 and 1970-1975 were derived by linear interpolation between
benchmark years. The raw data as well as the resuiting estimates of infant
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mortality probabilities are discussed in Herin and Paqueo (7985 ). The
resulting estimates of infant mortality probabilities for the period 1957-1977
were then related to the following macro variables: employment rate in full-
time equivalents, real price of food, real per capita personal consumption
expenditures, and real cumulated per capita health expenditures. The
results revealed that infant mortality rates are positively related to the real
food price and negatively related to all the other variables. The authors then
conjectured that in view of the unfavorable trends in all these macro
vanables in the 1980s, the trend inthe first half of the 1980s is likely to show
a slowing down of infant mortality declines.

We now turn to household-level studies of child mortalny general
morbidity, and nutritional status.

The study by Martin, et al. (7983 ) described earlier with respect to
proximate determinants also examined the socioeconomic determinants of
child mortality. The socioeconomic determinants include mother’s educa-
tion, father's education, region of birth, urban/rural residence, and electric-
ity. The results show that the parent's level of education, specifically that of
the motheris negatively related to child mortality. The presence of electricity
in the household which the authors considered a reflection of higher
household income and community development is also associated with
lower mortality. In terms of region of birth, child mortality is highest in
Mindanao and lowest in Metro Manila, refiecting differential socioeconomic
development and access to health facilities. The effect of urban residence
is interesting. In the univariate model, urban residence is associated with
lower child mortality. However, when other variables are introduced in the
multivariate model, the effect of urban residence is positive. These results,
according to the authors, suggest that factors associated with lower mortal-
ity are overrepresented in urban areas. When the effects of these other
factors are taken into account, the apparent advantage of urban residence
are significantly reduced, and in fact reversed. Note, however, that the
region of birth, electricity and urban/rural residence are all measured attime
of survey, while child mortality refers to past events. Hence, the usual
caution in attributing causality from the observed relationships is in order.

In a study in Misamis Oriental province, Hemrin (7984 ) examines the
socioeconomic correlates of child survival, defined as the proportion surviv-
ing of children ever born to women age 35 years or less. The results indicate
that mother's education, rural residence (residence in coastal or inland
barangays vs. residence in municipal poblacions), and the number of years
the community have had electric service from the rural electrification
program are all positively related to child survival rate. Lower survival rate,
however, is associated with greater distance of the household to the
municipal poblacion. The results related to mother's education is as ex-
pected. Moreover, like Martin, et al.(7983) findings, child survival is higher
in rural than in urban seftings after controlling for other factors. The
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electrification variable partially represents the supply of health service.
Earlier exploratory studies in the province suggest that rural electrification
is associated with the establishment of small emergency hospitals, with
increased efficiency in the provision of health services in the rural health
units, and withthe increased access to safe water supply (Herrin, 1979 ). The
effect of distance to poblacion, which represents access to health care
services, is as expected. Household income or wealth variables proxied by
housing construction index and ownership of house, houselot and agricul-
tural land, respectively, as well as the predicted wage of the husband and
the wife, respectively, were found to be not significant.

With respect to morbidity, the study by Layo (7977 ) related acute,
chronic or total iliness in the household (number of reported iliness during
past 30 days priorto interview date) to a number of demographic, economic,
and social variables; more specifically: number of household members in
specific age groups, education of mother, per capita household income,
location of residence (rural vs. urban), and health and nutrition beliefs and
Knowledge, in addition to three proximate variables described earlier. Layo
found the following relationships: First, age is the most significant positive
factor of morbidity. For total and acute iliness, the most significant positive
factor was the number of children age 0-5 years. For chronic ilinesses, the
most significant factor was the number of household members age 65 years
and over. These results are consistent with the common age pattern of
mortality and morbidity. Secondly, traditional health beliefs have a positive
relationship with chronic illness. Thirdly, education of mothers beyond
elementary schooling has a negative effect on total and chronic ilinesses.
Fourthly, per capita income did not have a significant effect on any of the
morbidity measures. Finally, higher morbidity rate for total or acute ilinesses
is found in urban as opposed to rural areas, a finding consistent with the
findings of Martin, et al. (7983) and Herrin (1984 ) tor child mortality.

Finally, with respect to the socioeconomic determinants of nutritional
status of preschoolers, Battad (7978 )in a Laguna case study described
earlier found that the per capita household income exclusive of mother's
contribution is positively related to nutritional status, and its effect increases
from the youngest (less than two years) to the oldest age group (4-6 years).
However, the effect of income is small. Even for the 4-6 years age group
where the effect ofincome is greatest, the estimatedincome elasticity is only
0.02, meaning that a doubling ofincome is associated with only a 2.0 percent
rise in nutritional status (percentage of standard weight by age using
Harvard standard at 50th percentile). Battad speculates that the low income
elasticity may be due to the fact that “increases in income are not directed
to preschool child nutritional status” (p. 163). She notes that in a study of
Laguna households, a doubling of income was associated with a four
percent rise in household percapitaintake of calories and proteins (twice the
effect of income on an individual -child’s nutritional status). She thus
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concludes that “unless increases in income are directed to preschoolers
through specific education or nutrition, the income effect may be largely lost”
(p. 163).

Battad also found that mother's education which represents mother's
producitivity in child care, has a positive effect on nutritional status; the effect
is largest among children less than two years.

Paqueo(7977), also in a Laguna case study, estimated a nutritional
status equation wherein the proportion of third and second degree protein-
calorie malnutrition (based on weight for age measure) among preschoolers
is aquadratic function of per capita household income exclusive of the wife's
contribution and the education of mother, respectively. The results suggest

that there may be some threshold income below which the nutritional status

of preschoolers may tend to deteriorate as their parents acquire more
income. Beyond the threshold, increases in income reduce preschool
children’s malnutrition rates but at a diminishing rate. The same type of
relationship was observed with respect to the education of the mother.
Paqueo, however, was unable to provide an explanation for the observed
empirical relationships and urged further examination of the underlying
causal mechanisms.

Using data from the Laguna survey, Popkin (7980) estimated a
reduced-form nutritional status equation from a sample of 269 househokis.
Nutritional status was measured alternatively as (a) average child weight as
percentage of normal weight for age; and (b) average child height as
percentage of normal height for age. Mother’'s education was found to have
a significant positive effect on both nutritional status measures. The pres-
ence of infants has a positive effect but the number of other preschoolers
have a negative effect on nutritional status (weight for age). Because of
Popkin's interestin examining the role of mother's market work on child care,
he included mother’s labor force paricipation in the equation. the result
indicates that mother's labor force patticipation negatively affects
preschooler’s nutritional status (weight for age). However, Popkin notes that
the effect appears to be quite large and out of line relative to what can be
inferred from the results of a more complete analysis which he undertook in
the same study (the results of which were discussed earlier under proximate
determinants). Moreover, the results regarding mother's labor force partici-
pation cannot be taken as conclusive, because it t0o is a decision variable
that should have been endogenously determined in the model.

In sum, these studies indicate the most consistent household socio-
economic factor strongly influencing increased child survival is mother's
education. Controlling for socioeconomic factors, the urban environment is
related with increased child mortality risk or morbidity rates. This may be due
to greater crowding and poliution in urban areas than in rural areas.
Nutritional status is clearly influenced by mother's education and household
income. Several macro-policy variables are also seen to significantly influ-
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ence infant mortality trends, particularly food price, public health expendi-
tures, employment and personal consumption expenditures.

Consequences

Inreviewing empirical research on tropical disease impacts, Andreano
and Helminiak (7986) noted that research conducted thus far has been
mainly restricted to short-term market production effects, and little attention,
if any, has been given to examining health consumption effects, social
interaction and leisure effects, short-term non-market production effects,
and many of the hypothesized components of long-term production/con-
sumption effects.

After reviewing the evidence concerning the effect of health and
nutrition on output, Gwatkin (1983) concluded that the results of macro-
economic research linking health and/or nutritional status on the one hand,
and economic growth on the other have beeninconclusive. Interestingly, he
findsthat®. . . the minority of studies showing no relationship between health/
nutrition status and economic output appears in general to be methodologi-
cally superior to the majority which suggests the existence of such relation-
ships” (p. ii). Moreover, Gwatkin found that field research has been largely
restricted to schistosomiasis, energy intake andirondeficiency, and that this
research, with the exception of iron deficiency, has thus farfailed to establish
any consistent relationship between improved health or nutrition and in-
creased output. _

In another review of the health and development literature, Barlow
(1979 ) remarks that the empirical studies on the whole are neither very
convincing nor easily generalizable because among others, either these
studies are characterized more by anecdotal evidence than by quantitative
analysis, or the number of sampled observations is often very inadequate,
or when correlations between two variables are reported, the direction of
causation is\not carefully analyzed.

In the Philippines, population-based studies on the economic and
social consequences of health outcomes are hard to come by. The few
recent studies include those of Popkin and Lim (7977 ) on the effect of
nutritional status on learning, Paqueo (1985 ) on the effect of iliness on
child's educational attainment, and Herrin (1986 ) on perceptions regarding
disease impacts.

In a study of 240 urban and rural children from Manila and Bulacan,
Popkin and Lim (7977 ) examined the effect of nutritional status of children
age 10-14 years on learning which takes place during their formal schooling
years. Data on the learning process were collected through achievement
tests and other survey instruments developed by the Survey of Qutcomes
of Elementary Education (SOUTELE) research group. Data on nutrition
were obtained from anthropometric and biochemical measurements on the
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sample children. The findings show that measures of nutritional status
significantly affect measures of “the learning process after taking into
account socioeconomic and background factors in a multivariate analysis.
These ftindings are interpreted to mean that a well-nourished child, as
opposedto one who is not, is better able to utilize the opportunities available
for learning (i.e. family background, school quality, and certain characteris-
tics ofthe pupil and his closestfriends). The authors summarize their specific
findings as follows: '

Children with an average income and other background
factors and low-nutritional status have a composite learning
index which is 45% below that of high nutritional status children
with the same background (school, peer, SES). Similarly, the
amount of learning increase associated with background
changes is shown to be somewhat dependent on the nutritional
status of the child. These results are quite consistent for each of
the SOUTELE achievement tests. We also found that nutritional
status is positively associated with the concentration of students
and their participation level in extra-curricular activities and
inversely related to their absenteeism level.

The authors, however, point to a number of reservations concerning
the interpretation of results. The mostimportant ones concern the nature of
the sample population and the lack of an initial ability variable. The sample
includes only children who do attend school. These are most likely to have,
on the average, higher nutritional status than those not enrolled. Moreover,
because the point of reference is the leaming process during the child’s
formal schooling years, there is a need to control for the initial ability of the
child prior to schooling. Data limitation preclude satisfactory inclusion of the
initial ability variable in the analysis.

In a recent study using national survey data (1982 Household and
School Matching Survey), Paqueo (7985) noted that due to problems of
repetition and dropping out, the proportion of 16-year old children who have
not completed grade six is still substantial at 35 percent in 1982; among the
14-year olds, the percentage is 48. Inorderto understand this phenomenon,
Paqueo undertook a multivariate analysis of the determinants of educational
attainment among elementary school age children controlling for various
child characteristics, socioeconomic and demographic factors, and commu-
nity characteristics affecting schooling access and job opportunities. The
results reveal that among children 7-12 or 7-13 years old (the sample sizes
being 3,414 and 3,907, respectively), the poor health status of the child (child
has a chronic or persistent disease) significantly reduced his/her educa-
tional attainment (i.e. highest level of schooling completed). The results also
indicate that child's educational attainment is positively related with the
“modernity” of mother's views aboutiliness and health care. “These results”,
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according to Paqueo, “probably reflect the effects of illness and lack of
proper health care on absences, dropping out and failure to meet academic
requirements” (p. 377 ).

Based onan ongoing study of the social and economic consequences
of schistosomiasis, Herrin (1986) recently reported on data concerning
individual perceptions of disease impacts. The data suggests that individu-
als, whether currently infected or not, are generally aware of the potential
adverse consequences of schistosomiasis on various aspects of individual
and household welfare, including those aspects in which little is known, i.e.
health consumption and social interaction effects and non-market produc-
tion effects. Among the dimensions of short-term health consumption and
social interaction effects that are revealed to be important are pain, stigma,
and social interaction. In the long-run, infection is perceived to seriously
affect marriage prospects, social mobility through marriage, and longevity.
Moreover, infection is perceived to hamper economic mobility and affect
labor supply. With respect to non-market production effects, infection is
perceived to adversely affect home production activities of mothers and
school performance of children. One may also view school performance in
terms of human capital formation which has long-term implications for labor
supply and economic mobility.

In the literature, the most studied effects are the short-term market
production effects. The data on perceptions reveal a very high agreement
(70 percent or more) among respondents that schistosomiasis adversely
affects productivity in terms of level of effort, speed, and number of days
worked. Moreover, infection of the household head is perceived to seriously
affect household income and material welfare.

Herrin discusses certain points regarding the interpretation of the data
from the standpoint of understanding and predicting behavior related to
disease avoidance and demand for treatment. For this review, suffice it to
say that the more difficult to measure or evaluate disease impacts, i.e. health
consumption effects, etc. and, therefore, less studied impacts, are nonethe-
less salient to those who are affected. Innovative researches are therefore,
needed to address some of these measurement issues.

V. SUMMARY OF FINDINGS AND
RESEARCH DIRECTIONS

The research produced thus far based on national population data,
multivariate analysis or innovative approaches has clarified a certain
number of relationships and suggested new areas and methods for further
expanding our knowledge base conceming the determinants and conse-
quences of various health outcomes.
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PROXIMATE DETERMINANTS AND HEALTH OUTCOMES. Current infor-
mation on levels, trends and differentials on proximate determinants are still
very uneven. There are interesting trends and differentials in breastfeeding
and nutritional status based on data from demographic surveys and nutrition
surveys, and on environmental sanitation variables from the censuses.
However, there is very little consistent information regarding trends with
respect to maternal and child health care, especially with respect to infant/
child immunization, access to various health care services, and actual
health care utilization.

Atthe household level, such proximate determinants as mother’s age,
birth order, birth intervals, breastfeeding, maternal nutritional status, sani-
tation, and child care has been shown to be related to specific health
outcomes inthe hypothesized direction. However, analysis canbe improved
by testing a more complete structural model. The failure of past analyses to
undertake such tests is partly due to the lack of detailed data needed for this
task. Past efforts to collect such data, however, have been particularly
imaginative and noteworthy, e.g. the Laguna study by a teamof economists,
nutritionists and other health specialists, and they provide a strong founda-
tion for further work.

SOCIOECONOMIC DETERMINANTS OF PROXIMATE VARIABLES.
Major information regarding these relationships comes from a set of careful
econometric analyses of the Laguna surveys conducted in 1974 to obtain
general socioeconomic data and between 1974 and 1977 o obtain detailed
information on nutrition, child care, breastfeeding and time allocation.
Among the more clear cut and readily interpretable results from these
studies are the positive effects of income or wealth and mother’s education,
and the negative effect of household size on various dietary intake meas- -
ures. Also interesting is the finding that the presence of infants reduces the
average dietary intake of preschoolers, perhaps because the mother’'s
attention tends to be concentrated on infants, and that the presence of older
children age 7-12 years increases average dietary intake of preschoolers
perhaps because these children supplement child care time of the mother.
With respect to breastieeding, belief that breastmilk is best significantly
increases breastieeding participation. Of interest is that this belief is not
correlated with education, implying that much can be gained by information
campaigns to encourage breastfeeding especially among less educated,
and usually high fertility, women. While these findings are revealing, they
refer only to rural Laguna householkds. Are these findings generalizable to
the rest of the population? It might be useful to replicate these studies in
other Philippine settings at the same time improve upon some of the
approaches to modeling behavior adopted by these studies. Moreover,
these studies have not addressed other proximate determinants, especially
those related to environmental contamination, i.e. sanitary toilets, sate
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water supply, personal hygiene, etc.” The objective of such studies will be
to learn the constraints which individuals and households face, and subse-
quent behavior modification.

SOCIOECONOMIC DETERMINANTS OF HEALTH OUTCOMES. At the
household level, mother's education comes up as the most consistent factor
related to improved child survival rates, reduced morbidity rates and higher
nutritional status of preschoolers. income or wealth variables when they are
included in the analysis do not appear to be significant except with respect
to the nutritional status of preschoolers. Exogenous community level factors
which proxy for health service availability appear important determinants of
child mortality. Of great interest is a consistent finding in three separate
studies, two on mortality and one on morbidity, that an urban setting, when
other socioeconomic factors are controlled for, tend to have an adverse
effecton health. The urban setting may represent certain heaith hazards, i.e.
overcrowding, pollution, etc. that have yet to be explicitly incorporated in the
analysis. Finally, health beliefs, independent of mother's education, appear
to be a significant factor in increasing momidity rates. This suggests that
information campaigns to modify health-related beliefs and practices could
well be an important component of any health-promoting strategy.

Atthe national level, the results of the only study using time series data
identify the macroeconomic context in which further infant mortality decline
canbe expected. The macro variables, i.e. realfood price, employment rate,
per capita consumption expenditures and real per capita health expendi-
tures are highly sensitive to various economic policies and public expendi-
ture priorities. '

Analysis of the socioeconomic determinants of health outcomes,
specifically mortality, are often difficult to undertake not so much because
of methodological problems but more so because of data problems. Deaths
are rare events and data collection can easily become an expensive
'undertaking. For the other health outcomes, regular national demographic
and nutritional surveys could be designed to allow collection of more
socioeconomic data, while regular household surveys on employment and
incomes could be designed to allow collection of health-related data.
Analysis of these richer data sets could help increase current limited
information for policy guidance.

CONSEQUENCES OF HEALTH OQUTCOMES. Of all health and relation-
ships, empirical evidence on the social and economic consequences of
various health outcomes is the most limited. Yet this is probably one area
where strong evidence is needed in order to justify the demand for a greater
share of the currently available scarce resources for health-promoting
. activities. The few studies reviewed in this paper suggest that such conse-
quences are not trivial. Except for the study of perceptions, the remaining
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studies cover only health impacts on learning and educational achievement.
There is practically no reliable quantitative information regarding impact on
the other dimensions of weltare to guide policy decisions. Atthe level of the
household, the perception data reveal that disease is perceived to have
potentially adverse consequences on several dimensions of social and
economic welfare. Yet not much is known on how people actually perceive
and give importance to each of these specific dimensions to affect their
decisions regarding health-promoting or disease-avoidance activities, and
therefore, regarding their allocation of household resources for health.

As afinal note, it can be asked: isit possible to know everything wanted
and needed? In a rather pessimistic tone, Barlow (1979), after reviewing the
literature, concludes: “The relationships between health and economic
development are so complex that the definitive study in this area will never
be made” (p. 47). From a purely scientific standpoint, this view is probably
correct. But from the standpoint of policy guidance, what is only needed,
recognizing that information is costly, is to generate enough relevant
information to help policy makers improve their decision-making processes
such that the probability of making correct decisions is higher than the usual
50 percent easily obtainable from a pure guess. How much higher than 50
percent depends upon the importance of the policy decision to be made and
the cost of information.
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Structures and Interventions in the
Philippine Health Service Delivery
System: State of the Art

Victoria A. Bautista*

. INTRODUCTION

This paper discusses the state of the art of the structures and
interventions in the Philippine health service delivery system. The following
topics will address this purpose: (1) the conceptual framework which will be
the basis for describing the structures and interventions for health service
in the Philippine context; (2) a description of the trends and patterns in
structures and interventions as components of the health service system
and adiscussion of the insights gained regarding each patternbased onthe
review of literature; (3) an analysis of the gaps in the knowledge and the
policy problems indicated or implied in these materials that may constitute
a research program in heaith policy.

Existing bibliographies on health had beenreviewed inthe preparation
of this study, notably those by the Philippine Council for Health Research
and Development (PCHRD) particularly; the Inventory of Completed Re-
searches 1980-84, Inventory of Ongoing Researches 1984 and a computer
print-out of current researches furnished by the same office and the
bibliography prepared by Ledivina V. Carifio with the assistance of Rosa
Cordero, both of the U.P. College of Public Administration.

* Associate Professor, College of Public Administration, University of the Philippines, The
author wishes to acknowledge the assistance of Rosa Cordero in gathering some of the
materials in the preparation of this paper. She also wishes to express gratitude to Dr.
Ledivina V. Carifio and Prof. Ma. Goncepcion P. Alfiler for enabling her to use some of their
materials.
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Some publications of key academic and research institutions con-
cerned with health research and development, composed of both empirical
studies and reflective essays, had been reviewed to determine the current
trends and patterns. These institutions include: the De la Salle University,
Population Center Foundation, UNICEF (United Nations Children’s Fund),
U.P. Institute of Public Health, U.P. Institute of Social Work and Community
Development, U.P. College of Public Administration and WHO (World
Health Organization). Documents prepared by service institutions espe-
cially those released by the Ministry of Health and the Task Force People's
Health, a voluntary organization were also studied.

Considering the voluminous materials written on the subject matter, a
conscious effort was required to retrieve those that review past researches
on a given area and to highlight the findings and conclusions of these
materials.

Il. CONCEPTUAL BACKGROUND

The national health system can be defined as the “coherent whole of
interrelated component parts ... which produce a combined effect on the
health of the population” (Kleczkowski et al. 1984a:5). The major compo-
nents of a health system include: the health resources, the organized
arrangement of resources, the delivery of health care, economic support

_ andmanagement (Kleczkowskiet al. 1984b:13). This paperfocuses mainly
on two of these components, namely: the organizational structure for health
services and the delivery of health care (or the actual strategies adopted for
the extension of health services).

A. '~ Organizational Structure

The first component, organizational structure, refers to the arrange-
ment of resources that are “necessary to bring health resources into
effective relationships with each other, and also to bring individual patients
or community groups into contact with the resources through health care
delivery mechanisms” (1984b:19). The structure may be classified accord-
ing to degrees of formality or level of institutionalization of the organization.
In other words, is the structure duly recognized within a legal framework?
Some structures may be constituted formally, and some informally.

PUBLIC VS. PRIVATE. The concern for health may be spearheaded by
“actions of government” and by those “outside of government” (Kleczkowski
ot al. 1984b: 19). Actions of government related to health include those
undertaken by national health authorities and other governmental agencies.
. The national health authority is often the principal government agency
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tasked with health activities. Other govemment agencies in turn, may be
concemed with parts of the health system whether independently or in
collaboration with the national health authority.

Outside of govemment, some organizational arangements con-
cerned with health services may be undertaken by private hospitals and
clinics. Other non-governmental organizations (NGOs) may be tasked with
extending voluntary health services for the public like those initiated by
foundations, religious institutions, civic clubs and international organiza-
tions. Some institutions or groups may also forge health activities for their
respective constituencies, such as industrial firms .or labor unions, which
may protect the health and safety or their members from diseases and
hazards related to the work environment. Further, some individuals may
independently extend health care services exemplified by the efforts of
private medical practitioners, para-professionals (e.g., midwives), and tra-
ditional healers (e.g., hilots, herbolarnios).

CENTRALIZED VS. DECENTRALIZED. Within the structure of govern-
ment, two broad classifications are needed in order to understand the
organization of resources for health.

One has to do with the locus of decislon-making in fulfiling the
activities of planning, implementation and monitoring/evaluation of health
activities. Two options are available: centralization or decentralization
(See Bautista 1984a:1). Centralization is a state or condition in a govern-
ment system where there is concentration of powers and responsibilities at
the center. Decentralization, in turn, entails dispersal of powers and author-
ity to the different levels beyond the topmost leadership in the hierarchy.
Decentralization may be achieved through (1) devolution - by transferring
powers and functions of a higher level to those in the periphery or (2)
deconcentration - by delegating authority from central headquarters of a
ministry to subordinate units to enable them to decide cases and problems
arising within their functional responsibilities. Unlike devolution, deconcen-
tration does not entail delegation of substantive responsibilities to the field
offices but only some minor responsibilities, which are often administrative
in nature (Bautista 1984a:1). ‘

SECTORAL VS. INTEGRATED. A second structural arrangement within
government has to do with the number of functions pursued by the
national health ministry. This arrangement may either be sectoral or
integrated. A sectoral structuglisis one which “purports to cover ‘within
health’ functions, i.e. any as of preventive, promotive, curative or
rehabilitative medicine or any combination of these” (Carifio 1982.7). On
the other hand, an integrated structure undertakes “programs, involved not
only in all or certain aspects of health care, but also in other services such
as other social (education, welfare), economic (infrastructure construction,



48 Victoria A. Bautista

income-generating projects), political (organization or electoral activities,
political re-education), and cultural (those relative to religion) (Carifio
1982:7). These activities altogether, are seen to improve the overall health
status and well-being of the population.

B. Strategies

The second component of the health system considered here, is the
interventions or strategies applied in the delivery of health care. More
specifically, this component responds to the issue of the actual processes
applied in the delivery of health care. There are various ways by which this
topic may be tackled but for the purpose of this paper, the following will be
.considered:

O The level of citizen-participation in the different processes such
as planning, implementation and monitoring/evaluation of health and
health-related activities or any combination of these activities.

O Health care delivery according to the objective delivered -
whether promotional, preventive, curative, rehabilitative and/or
sociomedical (see Kleczkowski et al. 1984b:23). Kleczkowski et al.,
define these activities as follows:

... the promotion of health extend far beyondthe traditional
functions of health care institutions and aim at creating en-
vironmental conditions and human behavior that can con-
tribute positively to health. Preventive activitles are di-
rected not only against communicable diseases, but also
against many other preventable conditions such as rickets,
endemic goiter, and dental caries. They include in addition
to immunizations, such interventions as vitamin supple-
mentation, iodination of salt, flouridation of water, and the
provision of guards on the machinery to prevent industrial
injuries. Curative activities consist in the use of drugs,
surgery, or other procedures to interrupt a pathological
process or to reduce harmful consequences of a disease
. Rehabilitation ... aims at the restoration of physical,

mental and social functlons through relevant medical pro-
cedures: this is often done with social services (e.g.,
sheltered work, reorganization). Soclomedical car® ap-
plies particularly to irreversil‘orofound disability or pro-
gressiveiliness in which neither treatment nor rehabllltatlon
can bring improvement (1984b:23).

O Thelevel of complexity or sequential orderin which health needs
of the population are served whether primary; secondary or tertiary
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(Kleczkowski et al., 1984b:23). These strategies of health care had
been distinguished by Alfiler (1984:5-6) in the following manner.
Primary care is a health service which requires minimum medical
facility and equipment. This is often extended on an “out-patientbasis.
Secondary care is delivered by a medical practitioner and requires
basic hospital facilities and multidisciplinary support of other doctors
and services. Tertiary care is rendered by a specialist for complicated
cases needing specialized diagnostic and treatment facilities and mul-
tidisciplinary support services. This is usually performed on an “in-
patient” basis. :

[ Extentof reliance on scientific methods and strategies in admini-
stering health services. Three approaches had been described by
Carifio (1986:15-16 ) namely, Traditional, Westernized and Primary
Health Care. Traditional Health Care (THC) is characterized- by
reliance on indigenous healers(e.g., herbolarios, hilots ) whose skills
had been derived primarily from native talent or from acquisition of
skills based on cultural practices or some supernatural beliefs. West-
emized Health Care (WHC) emphasizes the centrality of hospitals and
medical professionals in the administration of health whose strategies
and approaches had been derived from scientific training. Further-
more, WHE considers health as the absence ofiliness and regardsthe
passive role of the community in responding to health problems.
Primary Health Care (PHC), the third approach, considers the impor-
tant role of fhe paramedics, indigenous health workers, as well as
professionals whose skills and technology are based both on science
andindigenous aspects of health care. The community is viewed as an
active participant in the maintenance of "well-being” rather than of
health problems only. )

O Deliveryof health services accordingto certain groups or sectors
in the population like those targetting the young, the mothers, the
couples, the disabled, the occupational groups, the aged, and the like.

TRENDS AND PATTERNS

The trends and patterns in the Philippine health system may be

summarized into the following points: (1) the existence of a pluralistic
approach in dealing with structures of health service delivery; (2) the
competing tendencies towards decentralization and centralization for plan-
ning and implementing development programs of govemment which limit
the efforts for health and other related activities; (3) the impetus given to
participatory strategies in health propelled by the launching of Primary
Health Care by the government and the private sector; (4) the predominance
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of curative expenditures over promotive and preventive health care activi-
ties; (5) the existence of Westemized, Traditional and Primary Health Care
approaches and the variable factors influencing reliance; (6) the growing
concerntowards selected groups inthe population like women, children and
couples to the neglect of other sectors like labor and the disabled.

Each of these patterns will be discussed in the following sections and
the insights gained from the review of literature.

A.  Pluralistic versus Unitary Structure

There are various health delivery systems in the Philippines other than
those provided by the government. Pursued independently, these various
health programs for the public, signify the pluralistic strategy of government
in dealing with these structures. Thus far, there is no unified structure of
public health service for the citizenry.

GOVERNMENTAL NETWORK. In the government, the prime agency re-
sponsible for implementing the public health program is the Ministry of
Health (MOH). Other govemment agencies provide support or cooperate in
the implementation of the health program such as the Ministry of Education,
Culture and Sports (MECS) for health education; Ministry of Labor and
Employment (MOLE) for the maintenance of health of the work force and
enforcement of safety standards in the work environment; and, the Philip-
pine Councilfor Health Research and Development (PCHRD) asthe agency
in charge of coordinating research and development efforts in the health
sector. The MOH also cooperates with other institutions as it promotes their
respective organizational objectives and commitments. For example, the
family planning and nutrition concerns of the Commission on Population
(POPCOM) and National Nutrition Council (NNC), respectively, are both
integrated into the health development program implemented by the MOH.

Withinthe governmental structure, health service in the rural populace
has improved substantially since the Restructured Rural Health Care
Delivery System (RRHCDS) was instituted in 1975. This move expanded
rural health service with the creation of barangay health stations (BHSs) as
the satellite stations under a rural heaith unit (RHU) located in the center of
a municipality. The BHS is manned by a midwife, while the RHU is
composed of the rural health physician, rural sanitary inspector and rural
health midwife. Both units perform primary care activities. These units
complement the hospital network which responds to primary, secondary
and tertiary cases.

As of 1984, there are 367 public hospitals, 1991 RHUs serving 1,700
municipalities and 7,991 BHSs to a total of 43,000 barangays (NCSO
1985:276). Thus, each BHS covers 3,000 to 5,000 people, although the
idealratiois 1t0 2,750 (World Bank 1984:48). The problemis thatthe RHUs
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and BHSs have also acquired some notoriety for their lack of facilities and
staffers (M. Tan 1986:7) which affect their effective delivery of services.

Other related services are rendered through specialized clinics like
chest clinics, skin clinics, family planning clinics, social hygiene clinics,
mental hygiene clinics, dental clinics, malaria units, schistosomiasis units,
filariasis contral units and nutriward units.

The hospital network is also stratified according to the care it renders,
whether primary, secondary or tertiary. In 1981, 14.3 percent of the public
hospitals extend primary care; 28.2 percent, secondary; and, 57.5 percent,
tertiary.

PRIVATE NETWORK. The health services rendered by the private sector
is done through a network of private hospitals, private physicians, traditional
healers and voluntary non-governmental organizations. There are more
hospitals manned by the private sector than the public sector. Of the total
number of 1,594 hospitals in 1984 (Pujalte 1986.:26), 1,227 or 70.7 percent
belong to the private sector. About 72 percent of physicians and 50 percent
of all categories of formally trained health manpower (doctors, nurses and
midwives) are also employed by this sector (World Bank 1984:50). Tradi-
tional healers like hilots number about 39,558, 37.7 percent of whom had
been trained as of 1985 by MOH as resource base for primary health care
(Carifio 1986:20). About 331 non-government organizations also inde-
pendently undertake health programs (Reodica, 1983). (For a detailed
description of these organizations’ programs, see Angara 1978; Carifio
1980, and Reodica 1983).

ASSESSMENT. It may be worthy to note, though, that these available
resources from the public and private sectors are inequitably distributed in
the country, with the urban and accessible places largely benefiting from
these resources (World Bank 1984:50). This is because while government
hospitals are well distributed on a regional basis, only about 54.4 percent of
hospital beds are located in the rural areas. Furthermore, private hospitals
are confined to larger urban areas and two thirds of private physicians are
concentrated in three urbanized and richer regions. Also, while primary
health care can easily be extended by 93 percent of the RHUs and BHSs
which are outside Manila, the rural clinics are often located in towns which
are inaccessible to people residing in mountainous and remote places.

A promising development is the increasing thrust of NGOs to embark
on a community-based approach which essentially shares the same fea-
tures as the primary health care (PHC) approach. These efforts can be fully
maximized, according to Reodica (71983:49), by instituting a system of
information exchange and dissemination amongthe NGOs, the government
and the community to benefit from the experiences in each other’s efforts.
Reodica also suggested the importance of a joint or coordinated evaluation
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of programs and projects implemented by both sectors to point out what
aspectsintheir respective programs need modification, as well as to provide
health planners supportive data for further planning.

Carifio (1981:205) has for a long time now called for a need to realize
the mandate that delivery of health care is a joint responsibility of the public
and the private sectors. She said that it is urgent for a country with measly
resources to embark on a concerted effort to avoid redundance and
duplication. She suggested that “government should take the private sector
deployment of health resources into account when planning its own: where
a private practitioner/clinic/hospital exists, government should not duplicate
costly resources by locating there also” (Carifio 1981:205). These private
heaith network could then be made a part of the referral system.

B.  Decentralization to Recentralization

BROAD POLITICAL-ADMINISTRATIVE FRAMEWORK. The contextual
framework in which the national health ministry operates could affect health
planning and implementation to be more responsive to the needs of the
grassroots. The extent to which the people themselves can get involved in
the decision-making process depends upon the general characteristic of the
structure - whether it is centralized or decentralized.

The experience of the Philippines with martial rule under deposed
President Marcos showed contradictory tendencies for centralization and
decentralization in the planning and administrative framework of
government (Bautista 1984a). After martial law was declared in 1972, the
Integrated Reorganization Plan (IRP) was passed and this ushered amajor
revamp in the structure of government. The plan aimed to decentralizé
powers and responsibilities to field units and hoped to make the government
closer to the people. A key innovation in the planning structure is the
~ decentralization of the planning effort through the formulation of Regionat
Development Councils (RDCs) in all the regional centers. The councils are
to be composed of representatives of government agencies implementing
- sectoral programs. Elective officials are also a part of these councilsinorder
to ventilate the needs and demands of their respective local areas. In
practice, however, national officers pursuing sectoral programs primarily
determine th priorities of their respective field offices and the development
plan is formulated within the guidelines prepared by the national offices.
Development councils have only operated as “talking fora” rather than as
bodies that formulate substantive programs in response to local demands.
Central control has been enhanced further by the presidential appointment
of the RDC Chairman in the region. Hence, the line of control comes directly
from the Office of the President rather than from the planning ministry,

In the administrative machinery, the IRP has mandated the need to
locate field offices of national ministries implementing nationwide develop-
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ment programs in uniform regional centers. This move was envisioned to
facilitate cooperation and interaction among the different field offices. There
were attempts to decentralize responsibilities to the local offices of national
line ministries, but these were predominantly administrative in nature (e.g.,
appointment of personnel, promotion, approving leaves of absence) rather
than substantive (Bautista 1984a). Hence, decentralization was under-
taken mainly through deconcentration rather than devolution.

With regard to national-local government relationships, there are also
competing tendencies towards centralization and decentralization. The
1973 Constitution expressed concern for the state to “guarantee and
promote autonomy” to local government units “to ensure their fullest
development as self-reliant communities”. Yet, contradictory policies and
practices have worked against the full realization of local autonomy. Accord-
ing to local government experts like Ocampo and Panganiban (1984a.4),
“local governments were progressively stripped of important functions and
powers during the last decade.”

The attempt to recentralize local government powers occurred when
the traditional functions of administering police services, local finance and
local utilities had been referred back to the national government. While they
assume local taxing powers, the revenues from this activity are for the most
part transferred to the national coffers. In spite of the huge earnings of some
local units, they have had to depend on the allotments and aid from the
nationalgovernment. Then, as mentioned earlier, local governments largely
depend on national agencies to implement major development programs in
their respective areas. Substantive planning and implementation hinge
primarily on national government efforts thus undermining autonomy and
local initiative.

MOH EFFORTS TQ DECENTRALIZATION, On the whole, the MOH had
attempted to be responsive towards decentralizing powers and responsibili-
ties to local field offices. In response to the call of the IRP to bring the
government closer to the people, structural innovations inthe administrative
framework had been undertaken through the introduction of the RRHCDS
in 1975. This was a big leapinits efforts since 1953, when public health care
and medical services were delivered mainly through hospitals and clinics,
mostly located in urban areas. Then in 1954, city health offices in populated
areas and rural health units in towns were established. However, as noted

*  As a backgrounder, local govemnments are "political and administrative subdivisions of the
nation-state and are legally the corporate entities with the powers to elect their governing
bodies, impose taxes, provide services, and perform other governmental functions within
their geographic jurisdictions” (Ocampo and Panganiban 1984b:1 ). As of 1982, there are
73 provinces, 60 chartered cities and 1,507 municipalities altogether employing nearly
145,000 clective and appointive officials. At the lowest level of the hierarchy are 45,000
barangays.
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earlier, despite efforts to deliver services at the lowest level of the barangay
through RRHCDS, the BHSs are still located in more developed areas.

The second major effort to streamline the MOH bureaucratic machin-
ery occurredwhen Executive Order No. 851 was putinto effect on December
2, 1982. This directive has led to the integration of health and medical units
at the field operations level, earlier carried out independently by the RHUs
and District Hospitals at the municipal level. The RHUs were concerned with
promotive, preventive and primary care activities. The District Hospital and
other related units were concerned with curative functions. By virtue of E.O.
851, the District Hospital became the integrating unit for both health and
medical services. At the provincial level, integration was effected between
the Provincial Hospital and the Provincial Health Office under the direction
of the Integrated Provincial Health Office (IPHO). This merger also meant
the consolidation of the budget for the two structures which were formerly
managed by the Regional Health Office, thus transferring the routine
tinancial and administrative functions of the Regional Office to the IPHO. An
additional feature of this directive is the need to provide for a monitoring and
evaluation system to determine the performance-of MOH programs. On the
whole, however, the MOH machinery is still quite centralized in its efforts as
the field people have limited flexibility to adapt certain procedures to local
situations (Demographic and Research Foundation, 19:119). Substantive
responsibilities are still centrally-directed. Only the administrative responsi-
bilities are delegated to the field units,

Athird landmark in the efforts to decentralization is the implementation
of primary health care (PHC), particularly in rural areas. While the two earlier
innovations are remarkable efforts towards streamlining a “top down”
delivery system, the institution of PHC has juxtaposed grassroots participa-
tion with the former strategy. Furthermore, PHC entails substantive partici-
pation among the community residents in defining health and health-related
activities for their area. Thus, PHC will be separately discussed in the
following action.

C.  Primary Health Care (PHC)

BACKGROUND. Primary Health Care, as a strategy for health care, has
been given a lot of attention and support by both the public and the private
sectors. It was formally launched as a nationwide strategy by the MOH on
September 11, 1981. Then, it was held that the health services extended
through PHC can supplement the public health care services that MOH
implements through its primary, secondary and tertiary health care outlets.

The experience of the private sector, however, antedates the MOH
effort. InJaime Galvez-Tan's account (1986:3), PHC has beenimplemented
by independent practitioners affiliated with hospitals and clinics even before
the WHO Alma Ata declaration for the universal application of PHC, Since



Health Service Delivery System 55

the late 60s, these doctors were: De La Paz with the Katiwala Program in
Davao City, Viterbo of Roxas City, Macagba of La Union, Flavier of the
Philippine Rural Reconstruction Movement, Campos of the University of
the Philippines Comprehensive Community Health Program, Solon of
Paknaan Cebu Institute of Medicine Project and Wale of Silliman University.
Tan pointed out though, that these efforts were quite limited and were not
felt nationwide until 1975. When the Rural Missionaries of the Philippines
launched their pilot community-based health programs (CBHPs) in different
parts of the country, the approach was given prominent attention. Thereaf-
ter, their experiences were adopted by the National Council of Churches
(Protestant group) in 1977 and by AKAP (secular group) in 1978, both
spearheading nationwide activities. J. Tan (1986:3) points out that these
CBHPs have their national and regional coordinating bodies.

"The chiet characteristic of PHC is people participation in planning,
implementing and evaluating health care activities which are at the same
time integrated into the socio-economic development of the local commu-
nity. Hence, PHC necessarily merges both participatory and integrative
strategies. Furthermore, to effectively respond to the needs of the commu-
nity, intersectoral collaboration is employed to hamess the available talents
of the government, the NGOs and the community. Since it emphasizes the
importahce of engaging in health activities at a “cost” that is “affordable” to
the community, reliance on indigenous resources like herbal medicines are
encouraged. _

PHC has often been likened to the government's community develop-
ment (CDy approach which began inthe 1950's. Okamura (1986a) and Diaz
and Nierras (1986), however, caution that the CD approach mainly involves
the deployment of multi-purpose workers who were given the responsibility
for organizing the community and for making members identify felt needs
that are largely centrally-directed. PHC, on the other hand, expects people
to identify their own needs and demands independent of the expressions of
national health authorities. People should actually get involved in different
phases of planning, implementation and evaluation. Okamura says that
participation should veer towards the “attainment of power in terms of
economic and political action and access to resources. Such a change in
power relations ... is a necessary condition for the structural changes andthe
redistribution of resources, wealth and privileges that is implied in the notion
of development” (Okamura 1986a:14).

The levels of participation mentioned by Okamura (1986a:14) and
Hollnsteiner (1976:11-18), roughly coincide with the three typologies of PHC
formulated by J. Tan (1986) and Carifio (1986). These are: “community-
oriented,” “community-based” and “community managed” PHC. These
typologies may be useful in assessing the level of PHC implementation by
certain entities. “Community-oriented PHC considers community residents
as beneficiaries of health programs. While voluntary health workers are



56 Victoria A. Bautista

tapped from among the members, community organizing is a means to
change people's attitudes enabling them to cooperate wholeheartedly with
health authorities. A “community-based” PHC, on the other hand, considers

- community residents as partners in health care and other community
programs. Voluntary workers are tapped as volunteers for health services
and as community organizers. Community organizing then becomes an
opportunity for people to develop leadership and management. The third
category, a “community-managed” PHC, is characterized by the active role
ofthe residents as managers of their own community, Voluntary workers are
only tapped as part of the management team. Community organizing is
considered the main tool for empowerment and a lasting safeguard to
protect the community's interests.

STREAMLINING OF MOH STRUCTURE TO ACCOMMODATE PHC. The
structure of the government machinery, has been streamlined to make
participatory involvement more effective. Primary Health Care Committees
(PHCCs) have been constituted in the ditferent levels of the hierarchy
beginning with the lowest political subdivision of the barangay, to the
municipality, the province, the region and then, the national level. The
Barangay Primary Health Care Committee (BPHCC) is envisigned to
identify health needs, mobilize local resources, manage and monitor health
and health-related action programs of the community. The higher level
committees are to oversee, monitor and provide policy framework for PHC
planning and implementation. These are committees for collaborative .
efforts since they are composed of representatives from government and
the private sector. Incidentally, the PHC committees are atthe same time the
nutrition committees. Regular participation among the different committee
members is a nagging problem which may stunt the effective implementa-
tion of PHC activities (Torres 1985:156).

The programs are to be implemented by the volunteer workers called
the Barangay Health Workers (BHWSs) who are the indigenous manpower
to be trained in managing community-based health and related projects.
These may include management of the Botika sa Barangay, propagation
and utilization of herbal medicines, income-generating activities and other
community projects, like drainage construction.

‘EMPIRICAL STUDIES ON PHC EXPERIENCES:PUBLIC AND PRIVATE.
Considering the innumerable materials on PHC, the review on its status
shall be made around the following topics: (1) the role of PHC in effective
service delivery; (2) a comparison of the performance of government and
private-sponsored PHC; and (3) the factors affecting the effective implem-
ertation of PHC and otherissues or dilemmas surrounding PHC implemen-
tation.
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1.  PHC Effectiveness

The study of Carifio and Associates (7982 ) focused on the interrela-
tionship between participation and integrated approaches as factors that
could affect the effective delivery of health and health-related services.
Program effectiveness was measured in terms of MOH health indicators,
people's awareness of the program, clientele coverage and people’s level
of satisfaction. Focusing on four development programs (e.g., Makapawa,
Sudtonggan Human Development Project, Comprehensive Community
Health Program and Project Compassion) which altogether combine these
twin approaches vis-a-vis the sectoral strategy of the RHU, affirms the
hypothesis for two PHC strategies. Less effectiveness on the part of the two
other PHC strategies cannot be attributed to the failure of PHC itself since
“citizen participation” has not fully materialized and the administrative
component for PHC (e.g., personnel) has not been sufficient to respond to
the multiple responsibilities of an integrated strategy. The study ends with
a comment that: “the most successful are the programs which are based in
the community, touching on the holistic needs of the human person and
challenging the people themselves to take responsibility for their own state
of health” (Carifio and Associates 1982:224 ). A sad note to this finding,
though, is that these community-based activities have not filtered down to
the more depressed sectors of the population. The more affluent were the
ones who derived more benefits from these efforts. This argument is further
confirmed by Castillo’s review and evaluation of participatory approaches
implemented by various development programs. Her interim verdict was:
“benefits from participatory development have yet to substantially accrue to
the rural population™(7983:581 ).

2.  Comparing Public and Private-Sponsored PHC

A comparison of “success” stories in the private and public sectors
implementing PHC undertaken by Carifio and Carada (7986 ) shows the
more “impressive” performance of PHC managed by an NGO. The cases
compared were the Community Government Collaboration for the Improve-
ment and Maintenance of Health (CGCIMH) administered by Region VIII-
MOH and the Makapawa, managed by the Roman Catholic ChurchinLeyte.

The two institutions emphasized disease prevention as an important
aspect of its health activities. Both also considered the citizen's involvement
in performing community activities. However, Makapawa is more effective
in its thrust since citizen participation is considered both as a means and an
important result. CGCIMH, on the other hand, considers participation as a
significant means to achieve results. The results that are particularly
monitored are those concerning health. Thus, Makapawa puts a lot of effort
on the process of self-evaluation to enable the BHWs and the community to
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reflect on how to effectively implement participatory strategy.

Another distinction is the way health is viewed. Makapawa considers
health as an entry point rather than the main problem, unlike CGCIMH's
emphasis on health. In Makapawa, problem identification is more holistic or
comprehensive in scope. The exercise is even infused with “class analysis”
and because of this, Makapawa was held suspect by the past regime for
being left-leaning.

A comparison of the BHWs efforts shows that in Makapawa, commu-
nity organizing is given more attention than by their counterparts in
CGCIMH. The BHWs of CGCIMH devoted time on administrative require-
ments rather than on community organizing. Consequently, Makapawa has
more lasting effects on its constituency than CGCIMH. Based on Carifio’s
(1986) typology of the different levels of PHC, CGIMH still remains to be
“‘community-oriented” as the tasks or activities are largely centrally-directed.
BHWs form part of the MOH network and complements the health service
delivery. Makapawa is nearly “community-managed” since the community
members rather than BHWs take an active role in providing leadershiptothe
different activities of the community which are beyond health.

3. Factors/Issues Affecting Effective Implementation
of the PHC Strategy

The factors that are influential in determining the effectiveness of PHC
may be grouped into the following broad categories: those that concern the
commurnity, the BHWs; the development agency implementing PHC and the
society at large. Other issues will also be raised as each broad factor is
analyzed. The factors or issues peculiar to the MOH-PHC and the PHC
initiated by NGOs, will be discussed subsequently.

A major concern in promoting participation among the community
residents is the adequacy of their social preparation to engage and
manage community activities through self-reliance. (Affiler 1982a, 1982b;
Castillo 1983; Diaz and Nierras 1986; Okamura 1986b; Torres 1985;
Valenzuela, n.d.). A major stumbling block to participation in “social prepa-
ration” activities may be the economic difficulties among the constituency.

People become more concerned with problems of self-sufficiency. As
Castillohas once lamented, “the poor do not have assets and yetthe burden
of developmentis entrusted to them” (1983:581). Okamura responds to this
dilemma by suggesting the need to improve the people’s socio-economic
status before expecting their full mobilization for collective action (Okamura
1986b:223 ). Thus, he says, it is not unusual that economic activities take
precedence over matters related to health in PHC.,

On the part of the Barangay Health Workers, it has been a common
concern to make them attuned to the process of “community organizing”
(Alfiler  1982a:89; Carifio 1986:73; Okamura 1986b:226 ) rather than of
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delivering results for health only. The barangay health workers (BHWs) are
not simply health delivery persons, but are aiso facilitators enabling the
communities to identify in a concerted manner, their needs and demands
and to work on ways to respond to these demands. The problemis thatsome
projects implementing the PHC strategy fail to extend to the BHWs enough
flexibility to modify their approaches (Guerrero and Jurado 1983:171).
They are not adequately prepared or encouraged to adopt a “self-correcting”
process (Alfiler 1982a:85) thus enabling them to modify approaches thatdo
not work out well. Other overriding issues raised in different papers
(Alfiler 1982a; Carifio 1986, Okamura 1986b;J. Tan 1986) are:how the
BHW's efforts and commitment may be sustained; what incentives can be
provided to prevent them from dropping out; and should BHWs be paid at
all? 1f PHC encourages that health be woveninto the socio-economic devel-
opment of the community, should a voluntary worker be better off as a multi-
purpose worker rather than as a health worker?

On the part of the implementing agency, there has been an overriding
clamor for leaders to be oriented towards making people actively involved
inthe different levels such as planning, implementation and evaluation. The
leaders’ commitments could affect the overall thrust of PHC or the manner
inwhich PHC policies will be implemented. In addition, intersectoral collabo-
ration among the different sectors should be fully encouraged. This means
shifting orientation from a “top-down” o a “bottom’s up” process in decision-
making and is realized by linking up with existing organizations, and, with the
community. There is aiso the persistent problem of development agencies
highly oriented towards Westernized technology instead of exploring and
maximizing indigenous resources. Diaz and Nierras( 1986:140-142 )see the
need for gathering relevant ethnographic information regarding social,
economic and cultural biases existing within and between different commu-
nities to comprehend local potentials.

As far as PHC and society are concemed, the critical factor is the
political will and resolve to enforce the program. Often, PHC implementation
has been marred by suspicions of what it can offer. It has often been
associated with “subversive” work. The country’s political economy which is
impinged upon by Western developed technologies, researches and effi-
cient marketing outlets which swamp local efforts in health technology (both
modern and indigenous) is clearly a problemtoo. To date, drug manufacture
is carried out by the private firms which import all basic drugs and raw
materials at a cost of P600 million and process theminto dosage form (World
Bank 1984:53). World Bank (1984:53 ) further reports that of the 15,000
brand names of drugs on the market very few have therapeutic effects for
communicable diseases. Public factories have insufficient production and
their manufacture is limited to experimental batches because of quality
problems. World Bank also reports that the program to promote indigenous
herbal drugs has not progressed past the experimental state.
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The Torres study (7985 ), contains the most recent comprehensive
study of the performance of the MOH-PHC, delineated additional problems
peculiar to the government's implementation of the program. Most of the
problems cited here, centers on MOH being largely “community-oriented” in
its emphasis rather than being truly resolved in having PHC as “community
managed.” Hence, the problems detailed in the Torres study concems the
actual processes by which PHC has been implemented. These are:

a.

e.

f

Lack of orientation of Barangay Health Midwives on community
organization since health service delivery is given primary
emphasis.

Lack of involvement of the community in selecting members
which will constitute the Primary Health Care Committees
(PHCC). The PHCC members are mostly recruited by local
officials,

Lack of involvement of the community members in planning and
implementing PHC activities and least of all, in evaluation.
Independent planning for the barangays by sectoral agencies
rather than through concerted efforts.

Primary attention to health activities inspite of prevalent eco-
nomic problems.,

Less emphasis for non-health activities as suggested by the
conduct of monitoring for health activities only.

On the part of the PHCs inspired by NGOs, the salient questions/
problems raised are (Alfiler 1982b:20; Carifio 1986:67-68);

a.

What are the measures to be adopted to enable the PHC
communities to veer towards self-management? What are the
indicators that may be adopted to determine if communities
already have the capability to engage in planning, implementa-
tion and evaluation of its activities?

Structures for PHC that give priority alone to process may find
less time in sefting targets or planning its activities so that
assessment of accomplishments is difficult to ascenain.
Medical practitioners may not be prepared to take a backseat
because the problems that are initially confronted are non-health
in nature.

The tendency to view the community organizers as patroness of
resources may unknowingly, impinge on the process of inspiring
the emergence of local leadership, thus hampering the road to
“community management.”

D.  Curative versus Preventive and Other Aspects of Health

CURATIVE AND PREVENTIVE COMPONENTS. The emphasis on the
Curative component of health is evident in the updated MOH planfor the year
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1986 (See Demographic Research and Development Foundation
1985:37). The plan has identified five major programs (otherwise known as
the Five Impact Programs) such as: Comprehensive Maternal and Child
Health Program, Tuberculosis Control Program, Control of Diarrheal Dis-
eases, Malaria Control Program and Schistosomiasis Control Program.
This focus may be attributed to the fact that certain diseases have persisted
over time in spite of efforts to prevent and control them. Based on the MOH
data for the year 1979-1983 (see M. Tan 1986:3-6 ), communicable
diseases remained to be the leading causes of morbidity, morality and -
infant mortality. Morbidity patterns have changed minimally in the last
decade with the top ten changing only in their ranks. The top ten as of 1979-
1983 (from highest to lowest) in incidence are: chronic obstructive pulmo-
nary diseases, diarrheas, influenza, pneumonia, tuberculosis, malaria,
dysentery, measles, cancers and whooping cough. There had been a
decreaseinthe incidence of influenza, tuberculosis and whooping cough but
had alarming increases for chronic obstructive pulmonary diseases, ma-
laria, dysenteries and cancers.

Mortality for 1979-1983 is also caused by communicable diseases for
the most part, although this cause has declined o a third of total deaths vis-
a-vis 40 percent in the late 70s. The top ten causes of death are pneumo-
nias, diseases of the heart, tuberculosis, diseases of the vascular system,
cancers, diarrheas, accidents, avitaminosis and nutritional deficiencies,
measles and chronic obstructive pulmonary diseases. These were also the
top ten factors in the last decade but only changed in ranks.

Ascertaining infant mortality rate (IMR) is more difficult, says M. Tan
(1986.6 ). Variable figures had been released by the Health Intelligence
Service (HIS) and the Planning Division, both of MOH. HIS cited an IMR of
42 per 1,000 live births for 1983 while Planning Division gave 58 for 1985.
The top 10 causes of IMR cited for 1979-1983 are: pneumorias, respiratory
conditions of the newborn and fetus, diarrheas, congenital anornalies,
avitaminosis and other nutritional diseases, birth injury and difficuit labor,
measles, chronic obstructive pulmonary diseases, acute respiratory infec-
tions and meningitis.

The prevalence of communicable diseases despite the fact that six
diseases are immunizable (like tuberculosis, diptheria, poliomyelitis,
_ measles, tetanus neonatorum and whooping cough), has several implica-
tions. One of them is clearly the need to further increase the immunization
coverage and to improve the support structures for the promotion of health
and the prevention of diseases (e.g., environmental sanitation, nutrition,
child care practices and maternal education) (Carifio 1986: 37-39 ).

An assessment of the budgetary allocation by type of health care
shows an increase in emphasis for curative activities in the past twenty
years, based on the data prepared by the Financial Management Services,
Budget Division of MOH (1986). In 1966,it only got 31 percent of the total
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MOH current operating expenditures. By 1976, this increased to 51.6
percent; and at present, itis up to 61.2 percent. The remaining amount is
divided among preventive care, research and support services.

However, relying on expenditure patterns alone, may not reveal the
total efforts extended to the preventive component of health care. Since
PHC was institutedin 1981, the preventive component of health is supposed
to be served nationwide through the network of BHWs. While PHC hinges
on the mobilization of these voluntary workers to support primary care
{(which combines both preventive and simple curative responsibilities), the
savings that this effort has brought about should also be considered in
analyzing expenditure patterns. How much would the efforts of a BHW cost
if MOH relied on their services as a regular employee of the organization?
Furthermore, there may be other resources (material and human) that could
be tapped and can contribute to the overall effort towards the prevention of
diseases. Thus, relying on MOH expenditure patterns alone may not signify
the mode of financing for PHC activities and may underrate the total thrust
for preventive activities vis-a-vis the curative.

In addition one also has to contend with the other roles of the BHW
which may have nothing to do with health but may be a precondition for
attaining a healthy status. These activities need to be monitored in order to
understand how they contribute to the well-being of the community. Their
impact on health may not be felt during the initial stages of PHC implemen-
tation since the process of organizing is a critical factor in planning commu-
nity activities. Thus, it is important to ascertain the level of implementation
of PHC in a community to determine if it is aiready appropriate to evaluate
program results. If it is only in the early process of being mobilized, it may
not be reasonable to measure the effect on well-being.

OTHER COMPONENTS OF HEALTH. The rehabilitative component of
health care is not reflected in the expenditure patterns of the MOH. This is
because rehabilitation is integrated into the objectives of general health
services orother service institutions. For example, the 1982 National Health
Plan of MOH (1982: 15) for Mental Health considers as one of its objectives
the training of physicians, psychologists and social workers in order to
provide a responsive service for early case finding, treatment, as well as
rehabilitation of mental patients. These health workers may also refer
mental patients to proper agencies who can better respond to their needs.

The appeal towards enhancing rehabilitative medicine has been
brought to public attention when the first National Conference on the
Rehabilitation of the Disabled was called by a private foundationin 1974.On
this occassion, former Secretary of Health Clemente Gatchalian, tried to
correct the impressionthat rehabilitationis only for orthopedic cases and the
mentally retarded. He said that rehabilitation does not only include the deat
and the blind and those with meéntal defects. It also includes those with heart
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diseases, the diabetics, the consumptives, the chronically ill children and the
aduits past employment stage (1974: 23). He has recognized that the
government has not done enough for this sector. The burden had been
shouldered by civic agencies for the most pan.

in the sarme conference, five medical professionals and concerned
individuals spoke about problems and policy issues on rehabilitation
(Anselmo 1974; Arzaga 1974, Esguerra 1974; Pangalangan 1974; Reyes
1974). The recurrent appeal made by these speakers was for government
to setup a coordinating body or structure that will unity the approach towards
rehabilitation. This body is to respond to medical, social, educational,
psychological and vocational rehabilitation. The ultimate objective is 10
improve the quality of life of the disabled and to enable them to become self-
reliant and productive citizens (Reyes 1974: 104). This could be achieved
through intersectoral collaboration of the government, the private sector and
the affected community. It was further stressed that these efforts should be
directed to benefit the “lowest economic strata”in the different regions of the
country (Reyes 1974: 103).

In 1974, disability ratio was reported to be 1 to every 10 citizens of the
country or a total of 4 million Filipinos (Reyes 1974: 99). Of this total, only
3 percent received rehabilitation and the rest did not. The magnitude of
disability has not changed until 1982 (Periquet 1982: 37 ). In 1982, Periquet
(1982: 44 ) claimed that the basic problem of disabled persons is the
absence of rehabilitative centers in rural areas. Hence, the disabled person
in abarrio ortown hasto go to acity in his province or another province where
there is a rehabilitative center.

A significant effort of the government to respond to rehabilitation need
was the creation of the National Cornmission Concerning Disabled Persons
on June 11, 1978. This Commission was mandated to formulate the First
National Rehabilitation Plan, to conduct a national disability survey and an
inventory of research data and statistics on disability, and to set up a referral
system to recommend disabled persons to rehabilitation agencies, employ-
ment and other pertinent institutions. The Commission serves as a coordi-
nating authority for all disability related services and programs.

As aresult of this directive, a Five Year Development Plan on Disability
Prevention and Rehabilitation was formulated for the year 1983-1987
(Benedicto 1985: 5). One important feature of the plan is the idea of building
a community-based rehabilitation service for the delivery of primary preven-
tion and rehabilitation services. A pilot project was started in Bacolod
(Periquet 1982), and subsequently, five more areas in the country
(Benedicto 1985:6).

In 1984, the National Disability Survey was completed although it had
been saddled by a number of methodological problems which harmpers one
from obtaining an accurate picture of disability (Rodriguez 1984: 37 ).
Hence, more up-to-date information on the nature and problems of disability
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is necessary in order to rationally planthe activities, services and institutions
that may be set up by government.

Furthermore, there seems 10 be a need to establish and implement a
structure of a referral system to enable the disabled persons reach out the
appropriate agencies.

E. Reliance cn WHC, TWC and PHC

Carifio (1986) reviewed six empirical researches (Carifio and Associ-
ates 1982; Jimenez et al. 1986; Lariosa 1982; MOH 1981; Bicol Study of
MOH in World Bank 1984; Osteria and Siason 1985; Torres 1985), on the
utilization of a particular type of health service delivery network for health-
related problems. Her conclusion is: “home care particularly by the mother
may be the first resort for most ailments” (Carifo 1986:17). Thereafter,
traditional, Westernized (or allopathic) or primary health care approach or
any combination of these are relied upon. The dependence on a particular
health network outside the home may be attributed to a number of factors
such as the social class origin of the user; rural, urban or regional residence;
the perceived severity of illness; the availability and accessibility of the
heaith services; and, the cost and acceptability of the treatment and the
service provider (Carifio 1986: 21-23).

A middle orupper class clientis more likely to approach a professional
service-provider rather than an indigenous healer. Indigenous service
providers (e.g., faith healers) may only be called upon in case of severe
ilness. The opposite pattern is noted among the lower classes. Severity of
illness may mobilize the poor to seek out a private physician in the end after
a traditional healer has failed.

A client who resides in an urban area turns to a private clinic, a
(government or puericulture) health center, a government hospital, aprivate
hospital and a barangay health station, in that order, after home remedies
have been tried out. The rural folk, on the other hand, rely on the BHS first,
then the health center, the private clinic and the government/private hospi-
tal, in that order of preference.

Another determinant of preference for a type of service is the acces-
sibility of the health network. This means that a potential user depends on
a service which is nearby or can be reached by transpontation. Another
important factor is the quality or characteristics of the providers such as
being service-oriented ortrustworthy. Thereis also the economicfactor,i.e.,
the service is Inexpensive so itis preferred. Thus, no dominant pattern can
be ascertained based on these studies, according to Carifio (1986). No one
type of health care is relied upon. Several factors may influence the
preterence of the user for a type of health care.

A distinct preference for Westernized care will be noted when the
material and human resources devoted to it is examined. A scrutiny of the
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gross value added in medicine and health in national accounts by Carifio
(71986: 20-21 ) shows that this has generally increased from 1971 to 1985.
These accounts include the cost of health and medical care in private
hospitals and clinics, as well as the production of drugs, medical apparatus
and other technology, and the construction of health facilities.

However, there is need for caution in making conclusions about the
extent of reliance of the community on PHC over WHC or THC. While Carifio
(1986) suggests that the best indicator so far is the attendance by a BHW
or the BHS of a given client, there could be reservations about this. First of
all, the nature of health provided through PHC is often promotive and the
application of cures is for simple cases only. More complicated cases need
to be referred to secondary or tertiary outlets. Thus far, the outlets that can
respond to more complicated cases which are attuned to the community-
based approach have not yet beenidentified. These network may form part
of a referral system whose perspectives could be aligned with the goals of
the PHC strategy, such as for example, recognizing the utility of indigenous
resources like herbal medicines. At present, itis assumed that complicated
cases are referred by the MOH-BHW to the appropriate tier of the hospital
referral system, which is largely Westernized or allopathic in approach (M.
Tan1986:11). Therefore, itis necessary to train the othertiers of the referral
system to the philosophy of PHC so that its approaches could synchronize
with those of the BHW. The network that will be trained should be distin-
guished fromthe WHC and THC providers to make an effective assessment
of how the PHC network has affected the status of the population.

Also, in monitoring reliance on a given type of service provider, it may
be necessary to sort out the type of ailments or complaints referred to the
service provider. For example, primary care cases may rely on a traditional
health care approach. Preferences may differ when one goes to a higher
level of ailment.

The indicator for PHC's effectiveness is qualitatively different from
THC and WHC approaches. This is because, PHC integrates or weaves the
health activities into the relevant socio-economic plans of the community.
Hence, indicators for improvement in status can not only rely on the health
component. It should be based on the well-being of the entire community.

F.  Focus on Selected Sectors

There are some selected seclors of the population which have
particularly been focused on in the health program of the government: the
women and children and the couples about to be married or married.
However, there are others which have not been given as much attention,
such as those of the work force and the disabled. The latter have been
discussed in connection with rehabilitation.
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WOMEN AND CHILDREN. In the Situation Analysis for Women and
Childrenin the Philippines, Carifio (1986), points outthat concernforwomen
and children has had a long history. Even during the American period, the
maternal and child health (MCH) program was already in the development
plan. Carifio laments that in spite of continuing efforts for MCH in post-war
Philippines, “such concern has not been translated into direct benefits to
these important groups” (Carifio 1986: 32).

To date, the concern for women and children constitutes a significant
aspectinthe MOH Component Plans for 1988-1992 (MOH:n.d.). Of the five
major impact programs to be implemented in the context of PHC, the ones
that have a direct bearing to women and children are two out of five, such
as comprehensive maternal and child health (which includes MCH, family
planning, nutrition and dental health) and control of diarrheal diseases. The
other three impact programs are malaria control, T.B. control and schis-
tosomiasis control.

1. Comprehensive MCH Program

The comprehensive MCH program has been instituted in view of the
fact that mothers and children constitute about 62 percent of the 1985
population of 54,378,000. lronically, their health condition still remains to be
a problem (“Five Impact Programs” MOH 1986). Infant mortality rate is 58
per 1,000 live births in 1985 while maternal mortality rate is 0.81 per 1,000
live births. These deaths had been largely attributed to nutritional deficien-
cies of mothers and children, low percentage of completed dosage of
immunization of children and prevalence of communicable diseases. The
specific strategies to address these problems include: maternal care,
breastfeeding, establishment of under-six clinic, expanded program on
immunization and nutrition program. Family planning program is also
another strategy but will be considered in a separate section as this is a
principal program that targets couples as well. Another program is hilot
training, which is a support strategy in order to improve the provision of
maternal and child care.

a. Maternal Care

Maternal care entails the prenatal and postnatal supervision of moth-
ers. Prenatal service includes the identification of “high risk cases” for
appropriate réferral and obtaining vital care such as monitoring blood
pressure and weight, examination/palpation of the abdomen and determi-
nation of hemoglobin. Other services include giving advices on the impor-
tance of regular check-ups, nutrition and family planning. These services
may be extended by health protessionals or by trained hilots. Postnatal
services entail blood pressure check-up, physical examination, referral for
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internal examination, advices ondiet, breast care, infant care, immunization
and family planning.

Based onthe MOH National Health Survey (NHS) in 1981, the prenatal
services often rendered to at least 82 percent of the mothers are blood
pressure taking, physical/abdominal examination and weight taking. Hemo-
globindeterminationis rated the least because of lack of facilities and trained
personnel to do it. This report, suggests the extension of such services as
family planning; preparation for delivery and lactation; and, services to
improve nutritional status and mental health. These are suggested because
of problems of birth spacing, breastfeeding practices and lack of preparation
fordelivery. More skills are also considered necessary to determine high risk
factors in pregnancy and labor (MOH 1981:49-51).

Postnatal services include blood pressure monitoring and infant
feeding. The lowest percentage for service receivedis for internal examina-
tion. This suggests the need for more health education of the mothers onthe
importance of this service (MOH 1981: 52). It was suggested in the NHS
that the nurse or midwife be allowed to perform this function.

b. Breastfeeding

The promotion of breastfeeding is now being encouraged as partot the
comprehensive MCH program. This includes among others, the provision of
rooming-in of newborns after delivery. Breastfeeding is considered to be
economical and also protects the children against diarrhea and other
digeases. Carifio’s (1986) situation analysis of rooming-in indicates that
much has yet to be done in terms of changing attitudes and institutional
practices. It appears that hospitals are averse 1o the idea of rooming-in
because of: (1) the unfounded belief that the infant will be exposed to
infections that may be transferred by the mother and (2) the higher cost of
maintaining personnel (Carifio 1986: 28-29 ). Then, of course, there is the
problem of contending with huge multinational corporations which engage
in all sorts of gimmickry to increase the patronage of manutfactured infant
formula (M. Tan 1986: 12). Abill on breastfeeding still awaits passage long
after it had been submitted for legislation in October 1984,

¢.  Under-Six Clinic

The Under-Six Clinic is a special type of clinic geared towards
providing preventive, promotional and curative services to preschoolers.
The special feature of this service is the involvement of mothers in monitor-
ing the growth and nutrition of the 0-6 years oldthrough the use of the growth
chart and home based record. The initial impact of this strategy may be
gleaned from the fact that 73 percent of the mothers who delivered their
children in under-six clinics breastfed their children (Canio 1986: 39 ).A
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problem that has been identified with the implementation of Under-Six
Clinics is that mothers still perceive that it is the health workers’ task to
monitor the children’s growth rather than assuming this responsibility as
MOH has stipulated.

d. Immunization

The prevalence of preventable and curable diseases as causes of
morbidity, mortality and infant mortality seems to indicate thatimmunization
still has to be effectively waged to bring about significant results. While an
Expanded Program of Immunization has been launched since mid-1976,
three (tuberculosis, measles and whooping cough) of the immunizable
diseases are stillin the top ten leading causes of morbidity; two (tuberculosis
and measles) are among ten leading causes of mortality; and, one
(measles), among the top ten leading causes of infant mortality. In spite of
the gains in the coverage of immunization, high incidence of deaths have
increased due to inadequate provision of support activities such as environ-
mental sanitation, nutrition, child care practices and maternal education
(Carific 1986: 39). :

e.  Nutrition

The nutrition program is concerned with the improvement of the
nutritional status of “vulnerable groups” like the infants, pre-school childrgn,
pregnant and lactating mothers. This is to be undertaken through such
activities as food assistance and through the referrals of malnourished pre-
schoolers to nutrewards or feeding centers.

In a situation analysis of the nutritional status of mothers and children
in the Philippines by Florentino et al. (1986), it was noted that malnutrition
still plagues infants and young children below four years old and then
followed by older pre-schoolers, school children, pregnant and nursing
womeninthat order. Since the 1950s no significant change has taken place
intermsofthe nature of nutritional problems that afflict these different groups
as a whole. These problems that have recurred over time are: protein-
energy malnutrition (PEM), iron-deficiency anemia, as well as deficiencies
in Vitamin A and iodine. While Florentino et al., note that improvements
have been made from 1978 to 1982 in the diets of the children,these are still
way below the acceptable standard. Avitaminosis and other nutritional de-
ficiencies hatl been observed to be included in one of the top ten leading
causes of child mortality which may also have caused infectious diseases.

Florentino et al. claim that the critical factor that affects malnutrition is
not the inadequacy of supply for food but the “low effective demand for food”
among those with poor economic resources. He calls to attention the plight
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of “nutritionally high- risk groups” which must be given priority like: deep rural
barangays, slash-and-burn farmers, small/hired fishermen, the unem-
ployed/underemployed, and those with large families and lowly educated
mothers (Florentino et al. 1986:3).

A measure directed at the marco level is to alleviate the critical food
supply and demand. At the micro level, Florentino et al., suggest conver-
gence of services upon highly focused and mutually agreed upon targets
(Florentino et al. 1986:3).

2.  Control of Diarrheal Disease

Another impact program that directly affects the youngis the control of
diarrheal disease. The rationale for prioritizing this program is because
diarrheal disease has consistently been one of the leading causes of
morbidity and mortality for the last twenty years (MOH 1986). It is the
second leading cause of death in the 0-4 years age group. In 1984, the
mortality rate for this age groupwas 1.33 per 1,000 population (MOH 1966 ).
It was further reported by MOH that 7 out of 10 deaths resulted for this
particular age group due to diarrhea.

The chief strategy adopted to control diarrhea is the introduction of
Oral Rehydration Therapy (ORT). MOH, however, reports that this indige-
nous technology has not been widely accepted by some communities, as
well as by some doctors themselves. There is still a strong preference for
Westernized technology like anti-diarrheals and antibiotics for the treatment
of diarrheal diseases. Another factor is the limited access of physicians to
the ORT supply of MOH.

TARGETTING COUPLES. Family planning is a particular program that
targets the pre-marriage groups and married couples of reproductive age.
While the Commission on Population (POPCOM) claims that it targets the
pre-schoolers, youth, program influentials and program professionals, the
couples are the direct recipients of the benefits that accrue fromthis program
(Jamias 1985: 100).

Through the Outreach Project, the population program has deployed
about 3,000 personnel and 50,000 barangay service point officers (BSPO)
(Jamias 1985: 11). This project is a collaborative effort of both POPCOM
and the local government. The project has a community-based and clinic-
based service delivery system because it has tapped the services of both
voluntary workers such as the BSPOs and the regular workers paid by the
government.

A state of the art review had been made on the performance of the
fertility program by Perez and Cabildon (1985). In their paper, results of 8
surveys had been analyzed to cull general patterns and trends concerning
the tertility program. These surveys were: the National Demographic Sur-
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veys (NDS) conducted in 1968, 1973 and 1983; Republic of the Philippines
Fertility Survey (RPFS) in 1978; the National Acceptors Survey (NAS) in
1976; the 1972 Survey of the then Bureau of Census (now the National
Census and Statistics) and the Community Outreach Survey (COS) in 1978
and 1980.

Perez and Cabildon conclude that whilethere has been a declinginthe
usage of contraceptive methods by the target groups (the married couples
of reproductive age or married women of reproductive age), an increasing
reliance on more effective methods had been observed.

Factors associated with contraceptive usage include those related to
the socio-economic characteristics of the user, the level of urbanization and
extent of modernization of the user's community, and the appropriate
knowledge and favorable attitude towards tamily planning. These variables
were positively related with contraceptive use.

Some program variables which positively affected the effectiveness of
the programwere the accessibility of the family planning clinics and effective
performance of the outreach workers and the BSPQOs.

The non-outreach project inputs which substantially influenced contra-
ceptive usage was accessibility of medical facilities and barangay health
stations,

Non-correlates of program effectiveness were the mass media, the
field workers of participating agencies and IEC materials.

A significant finding is that the community-based workers and private
doctors who directly communicate with the couples generate better results
than those who depended on IEC inputs. Further, between the non-
volunteer and the volunteer workers, the latter were more effective in
servicing the clients.

On the whole, the paper points out the need to:

1. increase the overall contraceptive prevalence.

2. restructure the system of delivering information materials, par-
ticularly the IEC strategies implemented by the service delivery
workers.

A more recent study had been undertaken by Varela (71986 ) to
determine the role of religious beliefs and fertility control policies of govern-
ment on the family planning behavior of sample married women of reproduc-
tive age. They were drawn from three religious groups: Catholics, Iglesia ni
Cristo (INC) and Muslims. Varela's study shows that fertility control policies
of government contradict with the religious doctrines of the Catholic and the
Muslim groups. Both favor family planning using natural means only. The
more liberal group is the INC which does not see any doctrinal impediment
in the practice of family planning strategies recommended by government.
On the whole, these three different sectors believe that their religious
doctrines influence their family planning behavior. That is, the Muslims do
not practice family planning as much as the INCs do. The Catholic group also
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shares the sentiment of the Muslims but are not as “hard-core”( Varela 1985:
276 )because the Catholic's response is affected by such factors as place
of residence, age and income. More specifically, the urban, the averaged
age, and high income Catholic tends to be a contraceptive user than the
rural, young and old, and low income counterpart. On the basis of these
findings, the policy agenda raised by Varela were:

1. the need to involve the religious groups in formulating fertility

control polices;

2. the importance of fitting IEC strategies to the religious beliefs of

the different sectors. :

3. the need to launch a massive campaign regarding fertility poli-

_ cies to enhance family planning behavior.

An evaluation of the Premarriage Counselling Program (PMCP) which
targets couples about to be married reveals the contribution of the program
in improving knowledge, attitude and potential practice of family planning
(KAP) (Bautista 1984b). Three factors stand out in terms of positively
affecting KAP. These are: the clients’ socio-demographic characteristics
(being educated and female) and the counsellor's effective performance
(e.g., being better prepared, disseminated IEC and relied on visual aids
during the counselling). The beneficiaries with high educational attainment,
those exposed to better prepared counsellors, those who read IEC materials
and those who were exposed to more visual aids in PMCP had higher KAP
scores.

Some key policy agenda concerns: (1) the possibility of exempting the
educated group from PMC or segregating them during PMC sessions sothat
they will not get bored, (2) the need to step up campaign towards the males
who did not perform as well as the females, and (3) the need to make IEC
materials more relevant.

To summarize, the general pattern for performing better after the
‘exposure to the family planning programis being economically and cuiturally
more advanced. Then, there is also the administrative components which
have to be monitored as they substantially influence the gains that may be
achieved in a program.

WORK FORCE. The sector that has not been given much attention and
support in our developmental program is the labor force. In spite of the fact
that this sector is vital in the production process, government institutions
have not given adequate budgetary support and sufficient and well-trained
manpower to implement a program to upgrade this sector's health and
safety. Hence, participants from government and private sectors in the
Seminar-Workshop on Occupational Health and Safety (OHS) sponsored by
the U.P. Institute of Public Health and the Federal Republic of Germany
issued a statement of concern in 1983 regarding *Occupational Health and
Safety in the Philippines”. The manifesto decried the problems in the
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implementation of OHS programs and standards such as: lack of logistic
support; lack of coordination and support among government and private
agencies; lack of adequate information/education and training on OHS
among health workers, employers, top decision-makers and the general
public; inadequate research activities on OHS; low priority given to OHS in
small to medium-scale industries and among agricultural workers; and, lack
of a continuing and systematic education and training on OHS with empha-
sis on small and medium-scale industries (UP-/PH and Federal Republic of
Germany 1983: 34 ).

The current support systems in OHS are government agencies like
MOH, Ministry of Labor and Employment, Bureau of Mines and Geo-
Sciences and Fertilizer and Pesticides Authority. They work closely with
non-governmental organizations like Safety Organization of the Philippines,
Federation of Farmer's Association and Philippine Occupational and Indus-
trial Medical Associations (Parrado 1983:69).

Some academic institutions cooperate by conducting research and
training in OHS. These major institutions are UP-IPH, and the toxicology
section of the Department of Pharmacology of the University of the Philip-
pines - College of Medicine. It was pointed out by Reverente, Jr. (1985: 28)
that the areas for field research in OHS is very wide. These include the
identification of “man-made" hazards peculiar to certain work-related activi-
ties. Reverente, Jr. (1985: 28) stresses the need to find and adopt treshold
limit values (TLVs) which is locally applicable for some chemicals emitted in
the production process. These can be the basis for formulating control
measures to safeguard the health of the labor sector.

Animportant development (Reverente Jr., 1985: 27) that may help in
forging concerns for OHS is the creation of the National Tripartite Council for
the Improvement of Working Conditions which initiates, coordinates and
implements projects involving OHS. The Council has established the
Philippine Foundation for Occupational Health and Safety.

In 1984, a National Tripartite Conference on Improving Working
Conditions and Environment was held. The participants of this Conference,
composed of workers, employers and government officials discussed the
major problems regarding OHS in the Philippines. This is the non-compli-
ance of employers regarding health and safety standards (MOLE: 1984: 39-
40). The firms had been able to get away with these violations because of
the suspension of routine monitoring. This conference also reiterated the
problem of lack of sufficient information and statistics on diseases. The
group recommended the courses of action adopted by the 1983 seminar
workshop on OHS sponsored by UP-IPH ‘and the Federal Republic of
Germany. These were:

1. creation/designation of a national coordinating center for re-

search and training;

2. conducting a sustained, coordinated and eftective information
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and educational program on occupational health and safety
throughout the country;

3. linking up and coordinating OHS activities and services of all

‘ sectoral organizations, entities, and individuals concerned,

4.  creating greater awareness of OHS standards, rules and regu-
lations and pertinent legislations or decrees in this respect;

5. urging the integration of OHS in the school ;curricula from
elementary to the college level;

6. seeking stricter enforcement of sanctions, existing and prospec-
tive, to discourage violations of OHS standards; and,

7. callingupontop decision and policy makers to promulgate clear-
cut, consistent policies on OHS for easier compliance by those
affected, especially among small and medium scale industries.

Reverente, Jr. (1985: 29-30) claims that OHS is presently in the “take-

oft stage” in the Philippines but ‘there is a need to bring occupational health
to a level of sophistication equal to if not better than that found in industri-
alized countries."

IV. POLICY PROBLEMS/ISSUES

Based on the previous discussions, this section will highlight some
broad policy problems or issues which may constitute the agenda for policy
research in the area of structures and interventions for health service
delivery.

A. From a Pluralistic to a Unified Health Program

The experience of the Philippines with regard to structures and
approaches in health service delivery shows the dominant policy of plural-
ism. There is no unitary structure responsible for extending public health
services. Indeed, this approach is commendable because it enables various
entities to respond to health problems which government may not be able
to cope with. The existence of various service outlets can also be helpfulin
terms of keeping hospital administrators on their toes in maintaining institu-
tional standards less they be swamped by better institutions.

However, it seems imperative that the national health ministry formu-
late a unified or comprehensive program for health which takes into
considerationthe available resources both fromthe public and private health
delivery systems. This, therefore, implies the need for intersectoral collabo-
ration in order to rationally plan the distribution of resources - manpower,
technology and health facilities. Intersectoral collaboration may facilitate
interaction and exchange of information. Government can, thus, plan out
where to locate its resources and not only duplicate the inputs of the private
sector. .
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While the IRP has mandated that the structure for developmental
planning of national programs consider intersectoral collaboration in the
development councils, these bodies have not fully tapped the participation
of the private sector. The RHC approach may have strongly emphasizedthe
importance of public-private sector collaboration, yet, the composition of the
different PHC committees is the same as the nutrition committees of the
development councils. The nutrition committees are made up mostly of
members from the different sectoral agencies who give more priority in
implementing their respective program concerns.

Accurate and up-to-date statistics is needed on public-private sector
distribution of resources and how these resources match the needs of the
population. It is remarkable that some NGQOs have already taken the
initiative to locate their services in the depressed areas which have notbeen
adequately served by government. This was a step taken by Makapawa, tor
example.

Responding to the plight of the rural and poor Filipinos remains to be
a nagging problem. How to address their needs is still an openissue. Health
resources (manpower and facilities) are still predominantly located in
barangays near the big town and cities. According to Carifio (1986:74):

What is needed is some focused targetting. This means
making differentiations among areas according to certain socio-
economic and geographic conditions, population size, availabil-
ity and competence of service providers, community prepared-
ness and disease patterns and draw targets accordingly.

The recent effortofthe current government toinvolve the private sector
inits planning exercise is an important achievement. Similar efforts may be
encouraged and must be documentedto determine the gains that have been
made in the collaborative effor.

B. PHC as a Strategy

Primary Health Care (PHC) is an effective approach to generating
more lasting and commendable achievements in the health and well-being
of those who are involved in it. PHC merits continuing concern and interest
on the part of the government, the private sector and the community. Some
policy issues that concerns PHC include the following:

PHC OR COMMUNITY BASED? It has been a general observation that
PHC as a strategy has not only encouraged the formulation of health
activities. In fact, in some areas, non-health activities have taken prece-
dence over the health needs of the populace. In particular, coping with
problems of economic self-sufficiency is prevalent and has become the
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primordial concern of the community. In fact, some income generating
activities have startedfirst even before respondingto the problems of health.

One critical issue that can be raised is, how adequately has the BHW
responded to the non-heaith needs of the population? How effective is the
BHW in addressing non-health problems? Does the training of the BHW
provide appropriate skills to react to hon-health problems? Is the BHW able
to tap other manpower resources in the neighborhood which form part of the
referral system, whether formally orinformally? If there is an existing referral
system for health, could a similar one aiso be structured for non-health
activities?

Since non-health concerns (particularly economic) are often the
priority problems of the community, does it merit implementing instead a
community-based strategy where health is not the only priority service that
is planned to be delivered. Rather, the types of activities to be implemented
will be based on the actual problems, needs and demands articulated by the
populace?

This thrust means a major restructuring of the entire bureaucracy but
if this will make the bureaucracy more responsive, then it may be worth the
exercise. Developmental planning should hinge on the expressions of
popular will and this will entail making a decision in terms of activities that
answer the people's plight which are not only in health.

COMMUNITY-ORIENTED OR COMMUNITY-MANAGED PHC? It seems
that the MOH-PHC strategy has not substantially departed from the CD
approach which had been launched in the past. This is because, the MOH-
PHC has remained to be “community-oriented” rather than being “commu-
nity-managed.” Activities are largely centrally-planned and directed and
leave very little room for the BHW to be innovative. In fact, health activities
are the ones monitored by MOH and this focus gives the BHWs more reason
to emphasize health rather than other activities. The difference betweenthe
BHW andthe Barangay Development Worker underthe CD approach isthat
the latter is a regular employee of the national ministry. However, the
services rendered by both are determined by their respective national
offices. In fact, the very rationale for the institution of PHC already suggests
that the PHC network is more of an adjunct to the national health ministry's
delivery system., PHC is emphasized to augment community’'s meager
resources for health instead of fulfilling the objective of “empowering the
community” to enable them to manage their own affairs and therefore,
become truly self-reliant.

The question is, how willing are the members of the bureaucracy in
delegating substantive responsibilities at the local level? How prepared are
the different communities for self-management? What are the necessary
components for self-management? Assuming that the community has the
capability for self-management, when will the development agency know
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how to exit?

BARANGAY HEALTH WORKERS. The BHWs are the critical frontliners in
the health service delivery system. They are not only expected to respond
to the health needs of the populace but also of the other needs of the
community. They are also entrusted with community organizing in order to
consgolidate the residents’ efforts towards planning and if possible, imple-
menting and evaluating the performance of certain activities that they have
identified. Hence, the BHW is expected to be versatile in responding to the
multiple needs ofthe population. Some recurrentissues loom, resulting from
the BHW’s experience with what they can do as against what they should
do.

1. BHW and/or Barangay Development Worker (BDW)

What seems to be a critical responsibility of the BHW is community
organizing if PHC is for “community management” rather than merely
‘community oriented.” From this effort will flow the opportunity for inspiring
community members to define what activities need to be pursued and who
can implement these activities. If the objective is to make the community
“manage” their own affairs, the voluntary worker should not “direct” the
needs of the people for health needs only. The BHW is only a facilitator. But
the Torres (1985: 145) study shows that BHWs were trained extensively for
the delivery of health services rather than organizing.

Hence, the question that may be raised is: Do we only need a BHW or
a Barangay Development Worker (BDW)? If the BHW can not ably respond
to the multipie needs of the population, should the BHW's training be
redirected to one that prepares hinvher as a multi-purpose worker? Or
better still, should a Barangay Development Worker be tapped to comple-
ment the BHW's responsibilities regarding health care? The BDW will
perform a separate function of community organizing while the other
sectoral voluntary workers (e.g., the BHW of MOH, the Barangay Nutrition
Scholar of the NNC and the Barangay Supply Point Officers of POPCOM
form part of the referral system of the BDW. The referral system may
constitute both the public and the private sector network and can be
consulted for sectorally-linked problems. Then, the other voluntary workers
can devote full time attention to their roles for which they are adequately
trained than assuming multiple responsibilities.

Re-directing the responsibilities of the BHWSs towards multiple roies
may not entail broad restructuring of the bureaucratic machinery. This is
because the national health ministry can still perform the function of
coordinating and providing support structures to enhance the capabilities of
the BHW in community organization and trouble-shooting for sectorally-
linked problems. On the other hand, assigning a BDW who will perform the
sole function of commuity-organization entails a bigger structural modifica-
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tion. This may mean, assigning to another ministry (e.g., the Ministry of Local
Government) the responsibility of coordinating, supervising, and providing
support structures for volunteer community organizers. The issue is: How
willing is the top leadership to encourage participatory strategies in the
different sectors of the bureaucracy? This is because the aftermath of the
efforts of the BDW is expectedly in the direction of greater community
awareness and greater community expression of a need for managing their
own affairs. The effort of a BDW may bring to a wider scale the notion of
panticipatory management and may require more intense collaboration
among the various agencies of government with particular sectoral con-
cerns. Second, collaboration is also necessary between government, the
private sector and the community.

2. Incentives for BHWs

Another recurrent issue that has been raised concerns how the
voluntary workers' efforts can be sustained. In the past PHC efforts, a
prevalent problem was the fast turnover of BHWSs. Hence, itis important to
ask whatincentives can be offered to maintain the enthusiasm and the com-
mitment of the BHWSs so that the efforts poured into training them will not be
wasted. What are the implications of giving remunerations to BHWs?

3.  Concern for Process and Results

It seems that past efforts of government had given primary attentionto
the effects or results rather than of the process involved inimplementing the
PHC strategy. The common indicators pertain to the attainment of a healthy
status e.g., morbidity, mortality, availability of potable water, etc. Very litlle
attention is given to the dynamics by which the participatory strategy had
been implemented such as: what activities had been inspired by the BHWs
to encourage citizen involvement in planning, implementation and evalu-
ation of health and health related activities. What is the quality of citizen
participation — its scope, duration and intensity? What factors influence the
quality of citizen participation?

Also, as the implementation of the participatory strategy is evaluated,
it can also be asked if the participants engage in circumspection to be able
to “correct” or make improvements in the process. To what extent have the
community members been involved in self-analysis is another significant
matter.

4.  Participatory Evaluation

Of the three activities - planning, implementation and evaluation -
participatory evaluation is the least considered of all. The activity that has
been most participatory is implementation, then followed by the planning
process. Some questions that may be raised are: what are the methods
applied to effect participatory evaluation? What is the comparative experi-
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ence of the public and the private sectors in participatory evaluation? What
lessons can be learned fromthe efforts of NGOs in participatory evaluation?
Is the result of participatory evaluation effectively utilized for a “seli-
correcting” process in PHC? What are the requirements of participatory
evaluation? ‘

WESTERNIZED TO PHC RESOURCES/TECHNOLOGY. In spite of the
factthat the MOH-PHC strategy has emphasized the need to adopt or utilize
indigenous resources for health, there has been a resistance on the part of
some medical professionals to apply indigenous strategies. For example,
the application of ORT for diarrheal diseases has been difficult because
doctors still prefer manufactured medications. Even citizens themselves
seem to prefer packaged medications than herbal medicines (Torres 1985:
150).

Training at all levels seem to be necessary to correct attitudes
regarding the value of indigenous resources. Medical professionals whose
training have been largely influenced by a Western curriculum put a lot of
emphasis on science-based technology. As J. Tan claims (1986: 11-12):
“The medical, dental, nursing and midwifery curricula are still Western
oriented and primary health care, preventive and promotive health are just
given lip service by our health education institutions.” To be able to fully
effect PHC, medical professionals should be re-trained to appreciate and
recognize local resources which may have a scientific basis (e.g., herbal
medicines).

The community should also learn from an information campaign
regarding the value of indigenous resources for health care. This is of
course, difficult to wage because the socio-economic setting which gives
premium to imported and Western-developed technology needs to be
reeducated to appreciate the value of what is locally available. It may be
supportive to PHC technology if control measures are legislated concerning
drug companies that rely heavily on imported materials.

Furthermore, the indigenous workers should be retrained so that their
services can be tapped and attuned to modes that are scientifically accept-
able. The task of the development agency that gives premium to PHC rather
than to a Westernized mode of health care is, therefore, onerous. Giving
premium to PHC requires:

1. Assessing the local indigenous resources and determining

whether they are scientifically acceptable:

2. Djsseminating and campaigning for the utilization of “validated’

indigenous resources which may be less expensive and more
abundant than manufactured/processed resources.

CENTRALIZATION TO DECENTRALIZATION. The political-administrative
framework within which PHC operates has to be contended with as the
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framework could determine how PHC objectives could be fully realized. Itis
apparent that PHC as a strategy can only fulfill its thrust under a decentral-
ized structure. This is because PHC hinges on the participation of the
community towards developmental planning, implementation and evalu-
ation. A centralized structure may not enable local decisions to be achieved
because substantive responsibilities are lodged in the central body or
authority. Thus, the matter of granting community residents full opportuni-
ties for participation depends upon whether or not decentralization will be
put to effect in the governmental machinery. Then of course, care should be
made in distinguishing a policy statement from how it is implemented. inthe
past regime, decentralization had been an overriding theme in the political
administrative machinery, but centralist practices had been manifested by
the national authorities.

Some policy questions they may be asked are: What decentralized
forms or structures are most facilitative of a PHC strategy? How willingis the
political leadership to shift to these forms? What is the experience of the
autonomous regions (IX and Xll) inrealizing the PHC strategy as againstthe
rest of the regions?

C. Curative to Promotive/Preventive/Rehabilitative Medicine

The recurrence of certain communicable diseases in spite of the fact
that these are both curable and preventable seems to point to the need for
more substantial attention to promotive and preventive health care. It may
be asked tq what extent gains had been made to promote health and prevent
diseases. Some initial studies had been undertaken to assess the impact of
immunization as a strategy to prevent diseases. In spite of increases in the
coverage of those immunized, a lot has yet to be done to wage this
campaign. What support structures are necessary to maximize the efforts
for universal immunization? What improvements had been made in terms
of fulfilling the promotive and preventive components of health care? To
what extent has PHC as a strategy contributed to the promotion and
prevention of diseases?

The rehabilitative component also needs strengthening as an aspect
of health care. Much has yet to be done in terms of rationally planning for
rehabilitation. No up-to-date statistics is available regarding the magnitude
of disability - physical, mental, social and psychological - which will be the
bases for formulating a comprehensive development policy for rehabiiita-
tion. Also, the disabled group must be willing to participate in this survey so
that their needs and problems may be identified. Some initial efforts had
beeninitiated for participatory rehabilitationto complementthe rehabilitation
network of the government. An assessment of the achievements of these
efforts must be understood and disseminated so that others may learn from
these experiments.
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D. Focus on Other Sectors

Women, children and couples constitute the sectors that had been
given prominence in the past development plans. With regard to women, it
has been noted that they perform a critical role in terms of making decisions
on the health practices in the family. Women have aiso been tapped as
BHWs. It has been asked whether children( Torres, 1985) and the youth can
also be involved in these activities? What are the potentials of children and
the youth as voluntary workers? Do children and the youth get involved in
participatory decisionmaking in PHC?

Intargetting couples as a sector to realize the family planning program,
women are the ones usually asked about the family planning practices to be
adopted or currently adopted in their respective homes. Is this because
women are the ones oftendirectly involvedinthe practice of family planning?
What is the role of the male in family planning? In a study assessing the
knowledge, attitude and potential practice of family planning after exposure
to premarriage counselling, males did not perform as well as the females
(Bautista 1984b). Is this because males do not have an equal responsibility
in family planning and therefore, not as keen to respond to government
programs?

There are other sectors that had not been given as much attention like
the labor group (and the disabled sectors which were discussed under
rehabilitation). The labor sectoris the one directly involvedinthe production
process and whose health and safety must be safeguarded. Some gaps in
the knowledge concerning this group are: the causes of diseases and
illnesses peculiarto aworking environment; the ways/strategies inrespond-
ing to these ailments; the mechanics of promoting, preventing and curing
“‘man-made” ailments; the effectiveness of the existing structures in coordi-
nating and regulating efforts for occupational health and safety; and, the role
of the employers in safeguarding the health and safety of the laborers.

As these different sectors are studies, it may be worth asking: Has the
poor and underprivileged segment been able to obtain an equal share in the
benefits fromthe different programs formulated?\f “health for all*is the motto
that guides authorities, health should not only be the prerogative of the rich,
urban and educated Filipinos, It should filter to the rest of the populace,
particularly the marginalized Filipinos.

E. Aninterdisciplinary Model to Assess the Effectiveness of Structures
and Interventions

In analyzing the factors that affect the performance of the different
structures and strategies for health, the lesson that may be learned fromthe
readingsisthatthese factors are multiple and complex. Thus, itis necessary
to be guided by a model or perspective that considers various factors such
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as:those pertaining to the community, other characteristics pertainingto the
development agency, those pertaining to the actual mechanics of imple-
menting the structures and strategies, the existence of related agencies that
fulfill the same objectives as the development agency, and the ecological
context (e.g., its political economy) in which structures/strategies are
embedded. This model is presented in Figure 1. Since the components of
each factors are varied multiple, an interdisciplinary approach could be
helpiul in comprehending the subject matter.

FIGURE 1. ASSESSING THE EFFECTIVENESS OF STRUCTURES/
INTERVENTIONS FOR HEALTH

Characteristics of
the Community

Other Characteristics
of the Development
Agency

Structures/
interventions > Effectiveness
(Ideal vs. Actual)

Related Agencies

Ecological Variables

F. Participatory and Integrated Approaches at All Levels

The considerable gains obtained in the adoption of the participatory
and integrated approaches in the area of health can serve as a challenge to
the different sectors of government and the community. What about embrac-
ing these strategies in the delivery of services at all levels? These ap-
proaches generate self-reliance in the community, are less burdensome to
government and bring more lasting results.
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Demand for Health Care

Panfila Ching *

. INTRODUCTION: NEED, DEMAND AND
THE PURPOSE OF DEMAND ANALYSIS

Distinguishing demand from need is a matter of great importance for
policymaking. Should society's resources be allocated according to the
health needs of its members or according to their demand? To answer this
question, the concepts of need and demand must be clear.

Is need greater or lesser than demand? Either case could be the
situation in a country. In the same manner, a particular health service could
have the same situation. The point is that the levels of needs and demand
may not be equal. Certain needs are never translated into demand while
certain demands are actually not needed.

Matthew (79717) clearly distinguished need from demand:

The ‘need’ for medical care must be distinguished from the ‘de-
mand' for care and from the use of services or ‘utilization’. A need
for medical care exists when an individual has an illness or
disability for which there is an effective and acceptable treatment
or cure. It can be defined either in terms of the type of iliness or
disability causing the need or of the treatment or facilities for
treatment required to meet it. A demand for care exists when an

*  Assistant Professor, School of Economics, University of the Philippines.
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individual considers that he has a need and wishes to receive
care. Utilization occurs when an individual actually receives
care. Need is not necessarily expressed as demand, and de-
mand is not necessarily followed by utilization, while, on the other
hand, there can be demand and utilization without real underly-
ing need for the particular service used.

The relationship between demand and need has been presented by
Cooper (1974 ) in the following diagram:

WANT

DEMAND

NEED

An individual's
own asessment

Those of his wants
that the individual

A state of health
assessed as in
need of treatment

of his health converts into by a medical
state — his ,| demandbyseeking | practitioner,
want for better ‘| the assistance of a Not all demands
health, medical practitioner, will become needs
and not all needs
*felt needs" “expressed wants” will find expres-

sion as demands.

Mooney(( 7986 ) has come up with a more detailed layout of Cooper's
diagram based on the argument that the source of all demand is want,
although not allwants are expressed as demand. Some wants and demands
are judged as needs, but not all needs are contained in demands or wants.
Medical practitioners may define a particular need which is neither want nor
demand. Mooney thus views want, demand and need as follows:

WANTS

DEMANDS NEEDS

Demanded and wanted
needs

Demanded wants

Undemanded wants ‘r

Alithese arguments however pointto the need for an efficient resource
allocation. Policymakers are interested to know how competing claims on
health care ought to be met. Two approaches to these problems have been
suggested. One is 10 leave the market alone, that is, let health care be
distributed among competing claims by the willingness and ability to pay a
market clearing price. The other is to entrust to the state the responsibility
for ensuring that sufficient resnurces were made available to meet society’s
needs as assessed by medical practitioners.

Undemanded wanted
needs

Undemanded
unwanted needs

”
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The second-.approach is prevalent in developed countries where
medical care has been considered a “right”. Developing countries, on the
other hand, do not even have the luxury of guarantéeing their populations
the right not to starve (Ricardo-Campbell 1962 ).

- The second approach was based on a misconception of the nature of
the need for health care. The concept of sickness as an absolute and
unambiguous state led to the false hope that unmet needs could be
eliminated. In practice, need proved to be a relative concept capable of
almost infinite interpretation by both potential patients and medical practitio-
ners. There is no finite allocation of resources that could meet all health care
needs. According to Cooper (1974 ):

Need seemingly tends to grow in line with provision, as doctors
reactto any expansionin supply by realigning their conception of
need further along the possible continuum . . . like aniceberg, the
more resources devoted to melting it, the more need seems to
float to the surface.

If need is likely to resultin misallocation of resources, what then should
the state do if it does not wish to adopt the first option, that is, leave the
market alone? The answer is government planning according to demand.

This is not to say that need should be neglected. Need is actually
included in planning according to demand. Need is generated by the
incidence of iliness, while demand is generated by the incidence of illness
(need) and other factors (such as income and price). So, need is only one
factor affecting demand for heaith care. To plan for future utilization of
services, demand rather than need must be projected (Sorkin 1975; P.
Feldstein 1979).

To integrate the discussions so far, it would be helpful to keep in mind
the figure of Lee (7983):

NEEDS of the community

FELT NEEDS i.e., that percentage of the
total needs of the community
which are perceived by its
members

DEMAND i.e., that percentage of the
felt needs of the community
which are expressed by
individuals to the health
services

UTILIZATION the interaction of demand and
supply factors to determine the
quantity and quality of care
given
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One purpose of studying demand is to enable planners to bring about
achange in utilization if they so desire. This could be done by analyzing the
factors behind demand and their extent. Moreover, with separate studies
made on these factars, future utilization may be projected more accurately,
for various population groups and among areas. Another important reason
for demand analysis is the removal of impediments to access to services.
For this interest, patient demand must be identified and explained.

Forclarity inthe discussion, Fuchs’ ( 1972) definition of health services
is being adopted. He defines health services thus:

1. Labor personnel engaged in medical occupations such as doc-
tors, dentists, nurses and other personnel working directly under
their supervision such as practical nurses, receptionists and
orderlies.

2. Physical capital: the plant and equipment used by these person-
nel, for example, hospitals and x-ray machines.

3. Intermediate goods and services: for example, drugs, bandages
and purchased laundry services.

Il. A SELECTIVE REVIEW OF FOREIGN LITERATURE
ON HEALTH CARE

A selective review of studies made on countries other than the
Philippines is hereby presented. The focus is on the conceptual models on
demand analysis.

A.  Simple Utility-Maximizing Model

Earlier researches on health service were based on this conventional
microeconomic model. The model views the consumer as making a rational
choice under a budget constraint, that is, medical care is a product - but not
particularly unique - available to the utility-maximizing consumer.

Although many studies did not mention this model, they did use its
predictions. While many of these studies start from the specification of a
demand equation, such an equation is actually derived from the first order
conditions which characterize the utility-maximizing framework. The modei
predicts a negative own-price effect and a positive impact of income on
medical consumption, The work of Andersen and Benham (1970 ) repre-
sents one of the earliest researches employing the traditional microecon-
omic model.

B.  Ulility-Maximizing Model with Time Cost

Using the preceding utility-maximizing structure, Acton (1975, 1976)
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incorporated time costs into the budget constraint. To consume goods and
services, not only money prices but also the amount of time are involved.
Time is valued at the wage rate.

Of interest to Acton was the impact of time as insurance or welfare
programs drive the money price of medical care to zero. He predicted that
demand becomes relatively more sensitive to time as money price falls.
Through this prediction, he suggested that compared to users who pay for
medical care, users of free medical services will be more sensitive to time
costs.

Another prediction is on the unlikely influence of wage and non-wage
income on demand. Granting that medical services are normal goods, an
increase in non-wage income will lead to an unambiguous increase in
demand. The rationale is that people with higher abilities to pay will buy more
of all normal goods. However, an increase in wage income cannot be
determined a priori. An increase inwage income raises not only income but
also the value of time. The rise in income will mean increased demand, but
the rise in the value of time will mean decreased demand for time-intensive
activities. The dominant offsetting forces among these however, cannot be
ascertained.

C. Household Production Model

In this model, the consumer is assumed to maximize utility over two
commodities produced in the home using as inputs market goods and the
consumer's time. The innovators of the model are Holtmann and Olsen
(1976 ) based on earlier works on Holtmann (7972 ) and Becker ( 1965 ).

Holtmann and Olsen applied the model to the demand for dental
services. The model's distinctive feature is its replacement of the simple
notion that consumers derive utility directly from the consumption of dental
services with the more plausible assumption that the source of utility is the
characteristic produced by these services, dental hygiene. People do not
buy goods and services for the pleasure they give. Instead, people are after
more fundamental objects of choice, objects which are produced by goods
and services, objects called commodities, objects such as dental hygiene.

Holtmann and Olsen gave predictions similarto the preceding models.
For example, money price and time are also negatively related to the
demand for dental visits.

D. Human Capital Model

Taking note of the Mushkin (1962 ) exposition comparing health and
education,' Grossman (1972a, 1972b) extended the household production

(1) Health programs increase the numbers in the working force as well as the quality
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theory to develop a model treating the demand for medical services as both
an investment and a consumption activity.

Grossman started with the assumption that the commodity consumers
wish to purchase is good health, and not medical services. Medical services
are demandedonly because they areinputs to the production of good health.
Itis clear therefore that the demand for medical care is derived from the
more basic demand for heaith.

Consumers in the Grossman model have a demand for health for two
reasons. First, health is a consumption commodity; it makes the individual
feel better. Second, it is an investment commodity; a state of health will
determine the amount of time available to a person. Consumers demand
good health because a decrease in the number of sick days will determine
the amount of time for leisure and work. The returnto aninvestmentin health
is the monetary value of the decrease in sick days.

The model has the following predictions with respect to wage, educa-
tion and age. The higher the wage rate, the greater the demand for medical
care. This prediction follows from the fact that the higher the person's wage
rate, the greater the monetary value of an increase in healthy days. Also, the
personwho is paid a high wage rate would rather buy more medical services
thanincrease the time he devotes to preventive measures when producing
the commodity health. Thus, demand for health care services is hypothe-
sized to be positively related to wage rate.

Education is hypothesized to have a negative effect on the demand for
medical care?. More highly educated people are expected to be more
efficient in producing health, thus purchasing fewer services.

Age and demand for medical services are predicted to be positively
related. As a person ages, the rate at which his stock of health depreciates
increases. Qver the life cycle, people will try to offset the increased rate of
depreciation by increasing their use of medical care.

E. Human Capital Model with Coinsurance

Newhouse and Phelps (1974, 1976 ) expands the preceding invest-
ment model of Grossman by incorporating Phelps’ ( 1973) theory of demand
for insurance.

Asserting that the theoretically correct money price of heaith service

of labor's product. Education chiefly affects the quality of the workers. {(?) Units of quality
change through human capital formation by health programs cannot be defined as tidily as
units of education embodied in the labor force. (3) We have no indexes of differences in
earnings reflecting gradations in health. (4) Education investment is a developmental process
which ferrets out and encourages native talent, Health programs seek to prevent a hostile
environment from killing.

* This situation holds if the demand for health investments (or the marginal effisiency
of capital schedule) is inelastic with respect to the price of health investments,
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is the coinsurance rate times gross price, Phelps and Newhouse have the
following results. One is, if the coinsurance rate is low and the time price is
high, as in free public clinics, the time price elasticity is relauvely high.
Anotheris, if the coinsurance rate is high and the time price is low, asinhome
~ visits, the money-price elasticity is relatively high.

Phelps and Newhouse have carefully built a realistic model. However,
the model is relevant for developed countries but not for low-income
countries where only a small percentage of the population is covered by
insurance and where patient cost sharing is not as widespread.

F.  The Inducement Hypothesis

Traditional economic theory assumes that price and output may be
explained by the interaction of independent supply and demand. There has
been a challenge to this assumption in the market for medical services. The
alternative demand-shift or inducement hypothesis states that medical
practitioners have the ability to generate demandfor their services; or stating
it differently, they have the ability to shift the position of the patients’ demand
curve.
Empirical studies abound with this supplier - induced — also called
provider - determined — utilization (Monsma 1970; Evans 1974; Fuchs
1978; Kohn and White 1976 ). To make the empirical works convincing, a
number of studies even attempted to formulate a microeconomic theory of
consumer and producer behavior compatible with the hypothesis (Green
1978; Richardson 1981).

Literature on the inducement hypothesis. indicates that doctors do
respond to incentives inherent in different payment systems and do influ-
ence demand. This behavior is shown to be true whether doctors are
concerned with income maximization (Monsma 1970), or with social stand-
ing and the esteem with which patients regard them (Richardson 1981).

The reason for so much discussion on the influence of providers on
consumers is the policy implication of the phenomenon. The introduction of
insurance, which acts to reduce the cost of health care to the patient, will lead
to increased utilization and thus, pressure on scarce health resources. The
appropriate policy then is to launch strategies to affect the behavior of
providers, instead of consumers.

Just how, important is the inducement hypothesis? Newhouse
(1981) cited evidence which shows it is not that important; Fuchs and
Newhouse ( 1978 ) pointed out the difficulty of showing thatit exists, let alone
establishing its magnitude. But the debate continues.

G. Demand in Low-Income Countries

Unlike developed countries, househokds in low-income countries have
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certain characteristics which call the special attention of researchers. For
example, the system of sewerage, the cleanliness of drinking water, the
state of health knowledge and beliefs are quite different here. These special
conditions are accounted by Heller (1976 ), whose model is considered a
complicated version of Acton’s.

Heller defines health need as aninverse function of health status which
in turn is determined by economic as well as environmental factors. A
consumer maximizes utility over the consumption of three kinds of goods:
preventive health services, discretionary medical care (care beyond the
minimum necessary level), and all other goods.

Aninnovation of Heller is the definition of necessary and discretionary
care as two different goods. In so doing, he did not have to resort to an
investment model just to incorporate need.

He predicts that demand for preventive services would fall if their
money or time price rises, and similarly for discretionary services. However,
demand for necessary care may not fall with price increases. Consumption
of other goods would be sacrificed in order to be able to purchase the
necessary medical services.

lll. STUDIES ON PHILIPPINE HEALTH CARE

Demand analyses on Philippine health care have been based on
primary date gathered by multidisciplinary household surveys. Rimando
(1976) utilized a multipurpose survey conducted in the province of Laguna
in 1975. Paqueo (1977 ) employed the GINA survey — a 1975 national
socioeconomic survey of PREPF (Population, Resources, Environment and
the Philippine Future). Akin, Guilkey and Popkin (1981) used the 1978 BMS
(Bicol Multipurpose Survey), conducted in Bicol, one of the poorest regions
of the Philippines. Subsequently, the same Bicol data was utilized by Akin
et al. (1985) and Ching (1985, 1986 ).

The five works mentioned do not have the same unit of analysis.
Rimando (7976 ) and Paqueo (1977 ) worked on the household. Akin,
Guilkey and Popkin (7987) and Akin and his colleagues (7985 ) preferred
to study individuals, in particular, children and adults. Aithough she used the
same Bicol data, Ching (7985, 1986 ) investigated the family? instead.*

These five studies investigated the. use of various types of heaith
services and determined the factors associated with use. Their models
follow a general demand system wherein the choice or use of a service

2 Family is different from household, A household is composed of the members of the
;am!:y, and also resident domestic servants and other persons who may be living with the
amily. :
‘ Sample size of Rimando is 570; Paqueo used 2902 households; Akin, Guilkey and
Popkin had 411 children in need; Akin and colleagues had 401 adults and 566 children; Ching,
379 families.
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depends on the relative money and time costs associated with the service,
the consumer’s income, and a set of control variables (social, demographic
and biological).

The results of Rimando suggest that income level, insurance cover-
age, education and beliefs of mothers, as well as demographic (age) and
physiological (felt needs) characteristics of households do have significant
impacts on their demand for types of heaith services. On the other hand,
Paqueo found a big effect of residence on demand with rural households
being at a disadvantage. The sick children studied by Akin, Guilkkey and
Popkin were influenced by distance, income level, mother's education and
time costs.

AKkin et al. (1989%) arrived at an interesting result. Economic variables
had so little explanatory power in any of the models. Income, cash and time
costs were not important predictors of choice of health service. The
implication the authors suggest is that poverty and costs had very little to do
with failure to use existing services. Other factors such as education and
perceived seriousness of illness played stronger roles in determining use
patterns.

Ching (7985) also found similar non-significance of economic factors.
After dealing with multicollinearity and other econometric problems, Ching
(1986 ) obtained a number of significant economic factors, mostly prices.
This indicates the interdependence of heatth facilities, which are organized
into a referral system but which at the same time is a competitive network.
Nevertheless, the results do not invalidate the findings of Akin et al. (71975)
that poverty and costs had very littie to do with failure to use existing facilities
and services. .

IV. FACTORS AFFECTING DEMAND FOR HEALTH CARE

A. Income

Higher income families tend to avail more of health services because
they are able to afford the cost. However, since these families are usually
able to afford preventive care and could thus be healthier, they can thereby
reduce the use of health services. This is the so-called double effect of
income.

While the effect of changes in income on the demand for a particular
health service cannot be accurately predicted in advance, there is no doubt
that expenditure (quantity times price) for health services, as a whole,
increases with income. What is less clear is whether the demand for health
services is elastic or inelastic, i.e., whether the percentage increase in
expenditures is more, or less, than the percentage increase in income.
Researchers suggest that the elasticity is below unity (Andersen and
Benham 1970; Paqueo 1977; Rosette and Huang 1973; Feldstein and
Severson 1964 ).
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One should distinguish between wage and non-wage income.
Grossman'sinvestment model ( 1972a, 1972b) generatedthe strong predic-
tion that non-wage income should have no effect oh demand. it also
determined an unambiguous positive relationship between wage rate and
demand for health care.® The study of Newhouse and Phelps (71974,
1976 ) empirically supports the investment model. It needs pointing out,
however, that although the signs of their elasticities are consistent with the
investment model, the absolute values of the elasticities are less than unity.

Under the consumption model . there is a positive relationship be-
tween non-wage income and demand for health services.” However, the
effects of a change inthe wage rate cannotbe determined a priori because
of offsetting forces. An increase in wage rate produces an income effect,
which acts to increase demand. It also produces a price effect — by raising
the opportunity cost of time — which reduces demand for time-intensive
activities. Acton (1975, 1976) found that the price effect of a wage change
dominates in the demand for public care and the income effect dominates

* Under the investment model, the commodity “good health” can be produced by goods
and services produced in the market as well as by the time devoted to preventive measures.
In this framework, the demand for health care is derived from the more basic demand for
health.

Consumers demand “good health” because a decrease in the number of sick days will
increase the time available for work and leisure; the returns to an investment in health is the
monetary value of the decrease in sick days. Therefore, the higher the wage, the greater the
monetary value of an increase in healthy days, thereby intensifying the desire of consumers
to invest in health.

When producing the commodity “good health,” a consumer who is paid a high wage rate
will substitute purchases of health care services for his own time, i.e. he would rather buy more
health services (such as consulting a doctor for multi-vitamins) than increase the time he
devotes to preventive measures (such as preparing nutritious meals more frequently).

¢ The formal consumption model is developed in terms of a two-good utility function. The
two goods that enter the individual's utility function are: health services, h, and a composite
good, X, People pay in both money and time for each good. If the proportion of money and the
time price per unit of the good remains fixed and the full wealth assumption is used, the
objective is to maximize U = U (h, X) subject to

(P+whh+(q+ws)X<Y=y+wT

where
U = utility
p = out-of-pocket money price per unit of health services

t = own-time input per unit of health services consumed
q = money price per unit of X
$ = own-fime input per unit of X

L I [ 1|

W = eamings per hour
Y = total (full) income
Y = non-wage income

T = total amount of time available for market and own production of goods and setvices.

7 The assumptions that are sufficient to make money function as a price in determining
demand for health services are also sufficient to mean that an increase in non-wage income,
will lead to an increase in the demand for health services. The sufficient assurnptions are that
the first derivatives of the utility function with respect to a good are positive, that the second
derivatives are negative, and that the cross-partial derivatives are positive.
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inthe demand for private care. He also found a positive relationship between
non-wage income and the demand for health services, thus supporting the
consumption model. However, aithough the signs of Acton’s elasticities are
consistent with the consumption model, the absolute values of the elastici-
ties are less than unity.

Heller (1976) found that for West Malaysia, income is not a statistically
significant determinant of the total demand for health services. Neverthe-
less, income strongly increases demand for private modern care relative to
public facilities. In the case of sick Filipino children, Akin, Guilkey, and
Popkin (7981 ) found that income does not significantly determine the |
choice of health facility.

Suchinsignificant findings with respect to income are due to the double
effect of income on health care. In low-income countries, it is the double
effect of poverty that applies. it directly affects accessibility to health service
and indirectly, it affects the disease pattem of a tamily or a community. Low-
income people tend to have a lower use of heaith service because they
cannot afford the cost. However, since these families are usually unable to
afford preventive care and would thus be unhealthier, they are more likely
to increase their use of heaith services.

Instead of current income, permanent income is said to be the
theoretically appropriate variable. Such a course, however, presents nu-
‘merous difficulties of measurement. Assets are normally an alternative.
Assets accumulated overtime yield a high level of wealth. Assets, heldinthe
form of land, bank deposits or animals, enhance the capacity to use heatth
services since they can easily be encashed for medical needs. Onthe other
hand, assets also suggest a healthier household and a lower level of medical
need. One can immediately see a double effect of assets similar to that of
income. ltis not sumprising to see hard-to-interpret results with respecttothe
asset variable.

B. Price

A firmly established conclusion about the demand for health services
is that the quantity demanded is not very responsive to price changes. in
general, price elasticities have been negative but vary widely. The price
elasticity for patient days ranges from -0.20 to -0.70; for physician office
visits the variation in price elasticity is from -0.05 to -0.20; for hospital
admissions the price elasticity is between -0.30 to -0.50 (Rosenthal 1970;
Martin Feldstein 1971; Newhouse and Phelps 1976; Coffgy 1983).°

® Note that Davis and Russell (1972) estimated price elasticitios greater than one.
According to Newhouse, Phelps and Marquis (1980), the Davis-Russell result is suspect
because the insurance variable is misspecified. The large elasticities are likely an antifact
caused by misspecification. The present study discusses the specification of insurance as it
is related to the price variable, in the text and in footnote 11,
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The Heller study of West Malaysian health services also found that
total demand for modern medical care was insensitive to price. Neverthe-
less, the decision of whether or not to use public facilities was responsive to
the price of private care; similarly, the decision of whether or not 1o use
traditional practitioners was sensitive to the price of modern care.

Prices may yield confusing results due to cultural factors. in some
cultures, health facilities that do not charge a price are perceived to have low
quality services. In Zaire (Lashman 1975),for example, mission churches
and mobile health teams found that villagers were unreceptive to services
which did not cost money. However, after fees were imposed for services,
demand increased. |

A widely recognized aspect of the price of health care is that it has two
components. One is the nominal or money price. The other is time price.

1. Money Price

For the nominal component, the relevant and appropriate price is net
of insurance benefits® and subsidies (P. Feldstein 1979; Newhouse and
Phelps 1976; Newhouse, Phelps and Marquis 1980)."° The gross price or
charges stated by a health care provider are often not what is paid by the
patient. Part or all of the gross price is paid by a third party or by the
government on the patient's behalf. Any estimate of price elasticity of
demand should be based upon the net or the out-of-pocket price paid by the
patient: physician and hospital charges, fee for treatment and drugs, travel
cost, and all other out-of-pocket expenses incurred during a visit, less
amount paid by third-party payor (insurance benefits) and by the govern-
ment (subsidized health care). ,

inthe literature, the most common specification of the money price is
gross price and a dummy variable that takes the value one if the consumer
has any insurance. Such a specification is shown to cause inconsistency in
the estimated coefficient of the gross price variable." Whether the inconsis-
tency is toward or away from zero cannot be established a priori.

° Butincludes premium costs.

"™ Newhouse, Phelps and Marquis (1980) believe, though that the theoretically appro-
priate specification, (given that individuals with deductibles are excluded from the sample), is
the marginal price, which is defined as the coinsurance rate times the gross price,

Deductibles are fixed amounts per year which must be spent before the insurance
coverage affects the price of health care. Coinsurance refers to fractional payments for care
by consumers.

Newhouse and colleagues suggest excluding individuals with deductibles because the
theoretically correct price cannot be observed in the presence of deductibles. To include these
individuals would produce inconsistent coefficient estimates where the direction of the
inconsistency cannot be signed a priori. On the other hand, excluding these individuals would
generate unknown effects. (In the date used by the authors, the sample selection have
negligible effects.)

" The spedification assumes that all those covered by insurance have the same kind of
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Non-monetary factors, such as time price, are expected to assume an
increasingly important role in influencing the demand for health care as the
out-of-pocket price falls. As net or out-of-pocket price falls, either because
of increasing insurance coverage or the availability of subsidized care,
demand becomes relatively more sensitive to changes in time price.
Moreover, demand for free health services is expected to be more respon-
_sive to changes in time prices than demand for non-free sources, since time
is a greater proportion of total price at free than at non-free facilities (Acton
1976 ).

2. Time Price

Time has an opportunity cost and should be viewed as one of the
resource constraints facing the consumer. The time price of a health service
is the value of time multiplied by the natural units of time, (e.g., minutes) to
obtain care. Time 10 obtain care refers to travel, waiting and treatment time.

The value of time as an activity is the opportunity cost of time in
alternative activities. The value of market time, (i.e., wage rate) is typically
used as the opportunity cost although theoretically, this may be incorrect
(Coffey 1983)."2

An alternative is to measure time price in natural units only. Acton
(1976, in a study emphasizing the role of time, found that the bias resulting
from the error in measuring the opportunity cost of time is greater than the
bias caused by omitting it from the specification. Moreover, if time price is
measured as wage rate times time, the resuflting time price variable will be

insurance. Since individuals have different kinds of insurance, this specification involves an
emor that has a negative covariance with the true co-insurance rate: for insured persons, the
error is 1-¢c where ¢ is the coinsurance rate. (For uninsured people there is no error.)
Newhouse, Phelps and Marquis (1980) have shown that this negative covariance between the
insurance dummy and the measurement error will, in general, cause the estimated coefficient
of the gross price variable, which is used to estimate the price elasticity, to be inconsistent.

2 The home-production model implies that the value of time equals the wage rate under
four assumptions; The individual (1) works in the labor market, (2) is free to choose the number
of hours to supply, (3) has no pecuniary utility or disutility for market work and (4) faces no fixed
costs of holding a job.

Individuals who are not employed present empirical problems since observations on their
wage rates are missing. Researchers devised various techniques of estimating the missing
observations. For example, Newhouse and Phelps (1976) used the instrumental variable
approach whereby they estimated a wage equation for those in the labor force and used the
resulting equation to estimate values of time for those not in the labor force by setting weeks
worked equal to zero,

Acton (1976) argued that since the opportunity cost of time had to be imputed to non-
working persons and is not entirely precise even for working persons, the wage rate is
measured with emor. This error will bias the coefficients on the time variables toward zero,

Conceptually, the value of ime for & parson notin the labor force is the hypothetical wage
that would attract him to work and is known in the literature as the reservation wage. Coffey
(1983) measured the reservation wage directly by survey questionnaire. Those notin the work
force were asked to state the lowest wage per hour it would take for them to accept a job.
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highly correlated with wage income. Inclusion ot both variables will result in
multicollinearity. Thus, the alternative specification where time price is in
natural units is favored by an increasing number of researchers (Heller
1976; Acton 1976 )., '

Acton (1976 ) found travel-time price elasticities ranging from -0.25 to
—0.34 for private care and from -0.60 to —1.00 for public care. As expected,
demand for public care is more responsive 1o changes in travel-time prices
than demand for private care.

The effect of waiting time is similar to travel time as a determinant of
demand. However, demand for health services are predicted to be more
responsive 10 changes in travel time than to changes in waiting time since
travel requires a monetary expense that varies with distance or time, while
waiting time does not involve this additional monetary charge. Acton found
thatthe waiting-time price elasticity is —0.05 for private care and is —0.12 for
public care. As predicted, the elasticities with respect to waiting time are
smaller in absolute value than the elasticities with respect to travel time.
However, just as in the case case of travel time, demand for public care is
more responsive to changes in waiting time than is demand for private care.

Heller (1976) found that it is the relative travel time rather than the
relative time requirements for treatment and waiting that proves important
in the choice of a public rather than private clinic.

indeveloping countries where some people can spend hours, if not an
entire day, doing non-productive activities, these marginal magnitudes may
not be relevant. Therefore, to view time as having an opportunity cost may
not be meaningful in such cases. In addition, there can be factors which
ameliorate the time lost from other activities. For example, in West Malaysia,
waiting time did not impede use of government and private clinics because
patients may have viewed waiting time as a chance to socialize (Heller

1976). Moreover, patients may perceive a positive relationship between the

quality of care received and the time spent in treatment (and hence, the time
spent waiting for one’s turn). The actual effect of waiting time is thus
complicated.

Demand analysis of any one type of health service should include the
prices of its substitutes and complements. Centain types of services can
substitute for others in the treatment of an iliness. An analysis of demand for
any one type is incomplete if it omits the substitutability or complementarity
of other types. Hence, in any demand equation, one expects to see own-
money, cross-money, own-time and cross-time prices.

C. Health Insurance
Aside from reducing the net price of health care, insurance may be

viewed as a method of financing the demand for health care. It not only
reduces the cost of care but also increases the ability of the family to secure
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health services. Health insurance isthus expected toraise the utilization and
expenditures for health care.

Evenif the only available measure of insurance coverage is a dummy
(yes/no) variable, this variable shoulkd be included in the model because
insurance is designed to reduce risk, i.e., increase the stability of the.health
services consumption stream by reducing the amount of money that must
be set aside for emergencies. An income effect is thus felt by people with
health insurance. If a shift variable is not included to capture this effect, the
coefficient on income will be biased (Grossman 1970; Akin et al. 1985).

A nagging problem accompanying health insurance is cost inflation.
By lowering the cost of care to patient at the point of delivery, insurance is
likely to increase utilization and expenditures for health care and thus, put
pressure on scarce resources thereby leading, on the aggregate, to an
appreciable rise in costs. Suchis the American experience. To combat cost
inflation, such items as deductibles and coinsurance, wherein the patient
shares part of the expenditures, were introduced. These schemes, which
work on the consumer, would lead to reduced utilization in the absence of
practitioner influence. The presence of doctor-induced demand and utiliza-
tion would make these measures weak.

Mounting criticisms on the ineffectiveness of deductibles and coinsur-
ance in cost containment led to the prepayment system, where the insuring
agency and providing agency are the same institution. The consumer pays
an annual subscription and in return is offered comprehensive care. The
providing agency has a financial incentive to imit unnecessary care. Since
such systems require considerable capital investment and a large catch-
ment population, an alternative known as a health maintenance organiza-
tion has been developed. A primary care doctor provides, purchases and
supervises all primary care and in return receives a capitation payment for
each consumer (instead of each service, as in the fee-for-service'scheme
commonly practiced in general health insurance systems). The incentive for
cost containment in heailth maintenance organizations comes from two
sources: the amalgamation of the insurer and provider functions, and
competition for subscribers with conventional insurance agencies and other
health maintenance organizations. One potential problem though, when
capitation payment is practiced is when the number of people registered
tend to be maximized and the services given tend to be minimized. Thatis
why some organizations give salaries instead; but a danger here is that of
minimizing activities (Mills, 1983 ). The best system has yet to be carefully
studied in the light of provider influence and factors affecting their behavior.

D. Demographic Factors

1.  Age Composition
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The incidence of iliness varies with age, and thereby, the need for
health care. The presence of children and elderly persons in the family will
raise the frequency of iliness resulting in an increase in the use of health
services. Paqueo (1977) found the prediction to be true of children 0-5 years
old. Wirick and Barlow ( 7964) and Silver ( 1972) found that age is positively
correlated with health expenditures.

2.  Sex Composition

In order to isolate the effect of sex on demand, age, health status and
all other factors should be considered in a model specification. However,
attempts to do so yields weak results and marginal differences inusage were
discovered. Sex is found insignificant in explaining health care demand of
Filipino children (Akin, Guilkey and Popkin 1981 ).

Sex discrimination is actually the major underlying reason for expect-
ing differences in health service usage by men and women. In many
societies, alow perception of the economic value of women to the household
leads to low health service usage by females.

3. Family Size

Family size affects use of health services in an unpredictable way. A
largerfamily will have a higher frequency of iliness since it has more potential
patients. However, a larger family has less income per capita than that of

-a small family with the same income, and a lower per capitaincome reduces
the family’s ability to purchase health services. In addition, a larger family
may have enough people at home to care for anindividual, thus substitutmg
for additional days of hospital care.

E. Knowledge and Information
1.  Education

A higher level of education may enable a family to recognize the early
symptoms of iliness, resulting in a greater willingness to seek early treat-
ment. Such a family is likely to spend more for preventive services and less
for curative services. Grossman (1972b) suggests that education increases
efficiency in producing health, such that better educated people are likely to
produce health with fewer health care services; consequently, education
would have a negative effect on demand. Feldstein and Severson (1964)
- found that medical care expenditures are negatively correlated with educa-
tion. Silver (1972) foundthat educationis negatively correlated with hospital
expenses but positively correlated with medicine and doctor expenses.
Acton (7976 ) had similar results — education has a negative effect on
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hospital outpatient department visits and clinic services while it has a
positive effect on private physician visits. These results tend to confirm the
hypothesis that better-educated persons spend more for preventive care,
resulting in low hospital expenditures but high physician and medicine
expenses. :

Itis the mother's education, in particular, which is crucial because she
usually supervises the household. In the Philippines, for example, mother's
education was foundimportantin determiningwhether or not a sick child was
taken for treatment. The most educated mothers used private modemn
practitioners in over 50 percent of the cases while the least educated
mothers chose the same type only 25 percent of the time (Akin, Guilkey and
Popkin 1981).

2.  Health, Knowledge and Beliefs

The family's state of health knowledge and beliefs affects its efficiency
in the production of health through dietary, hygienic and preventive meas-
ures. It also affects the choice of a health facility — traditional versus
modern.

F. Health Need

Demand for health care is based upon felt needs; if no needs are felt,
there will be no demand. Doctors assess whether felt needs are actual
needs; some turn out to be so, while others do not. Theimportant pointis that
self-perceived need will determine whether or not an individual is in the
marketfor health care. Itis the immediate cause of the decisionto seek care.
in demand analysis, everyone in the sample by definition believes himself
to beill, orin need. Hence, it makes more sense to measure health need by
items such as type of illness or its perceived seriousness. Akin et al.
(1985 ) found perceived seriousness of illness an overwhelmingly important
explanatory variable which cut across all socioeconomic lines and forced
both poor and rich alike to act in the same manner, that is, seek private
modern care. '

G. Availability of Health Service

Inpractice, demand cannot be measured directly andis observed from
data that measure rates of utilization resulting from the interplay of demand
and supply. As a result, demand analysis takes into account both supply and
demand factors. It is ideal then, to control the supply factor in demand by
such a measure as the doctor-to-population ratio or hilot-to-population ratio.
This is intuitively said to be essential because to some extent in the medical
field, supply creates its own demand.
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Availability means more than the mere presence of a health service.
It refers to the capacity to meet the demand. Thus, the number of services
per capita rather than just the number of services is the usual indicator of
availability.

H. Time Allocation of Mother

Mothers who stay at home to care for children or are able to engage
ininformal market work at home are expected to have fewer time constraints
than mothers who must travel to, and put in hours at, a formal job. Hence,
mothers who are constrained by formal work would naturally be driven to
private facilities despite the influence of price, income or any of the other
factors.

Rimando (7976 ) found lower utilization of health services among
working rural Filipino women. Popkin and Solon (7976) had similar results.

I Location of Residence: Urban or Rural

While there is greater availability of health services in urban than in
rural areas, there also tends to be negative health eftects of urban life such
as crowding, pollution, exposure to accidents, a high level of tension and the
like. It seems that urban residence is a proxy for an assortment of variables.

In a well-specified model that includes explanatory variables such as
distance, availability of services, education, health knowledge and beliefs,
and employment, the urban variable may be a measure of the efficiency with
which household consumption and production are undertaken. In urban
areas, time required to perform household chores may be lower and choices
wider than in rural areas because of greater specialization and broader
markets. In addition, urban may be a proxy for the personality traits of urban
migrants. Urban migrants are self-selected individuals who tend to be the
healthiest among rural folks and are adaptable to modern medical concepts
(Akin et al.1985 ).

J. Distance of Health Service

Distance of health services from the family residence measures
accessibility. Distance has been the most studied hindrance to health facility
use. The more distant a facility is from potential users, the less likely are they
to visit it. Akin, Guilkey and Popkin (7987) found this to be true of child
outpatient visits in the Philippines.

Akin etal. (1985), however, argues that the preoccupation of planners

with distance to health facilities may indicate attention to an inappropriate
proxy for true items of interest — travel cost and travel time:
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There is a one-to-one relationship among these variables only if
everyone uses exactly the same mode of transportation, such as
walking at exactly the same speed. Reducing the distance trip
time and transportation costs... the economic “distance” to
facilities can be reduced by improving roads or providing new
forms of transportation.

V. RESEARCH GAPS AND POLICY IMPLICATIONS
A. Do Doctors Generate Their Own Demand?

A major application of demand analysis in the health industry is to
predict how utilization and cost will change if determinants of demand or
supply change. Literature onthe Philippines assumes thatinsurance has an
uncomplicated effect on utilization and cost, that is, insurance simply shifts
the demand curve in some fashion (Rimando 1976; Akin 1985; Ching
1985 ). Similarly, provider influence is viewed as a plain demand shifter
(Rimando 1976; Ching 1985, 1986).

With respect to insurance, such a view is plausible since insurance
covers only a minor portion of the market. With respect to providerintluence,
however, future research still has to prove its existence and establish its
magnitude — a task considered difficult even for developed-countries
research.

The common procedure in the literature studied involves, first, speci-
fying a demand equation from a traditional microeconomic model of a
sovereign consumer, then, estimating the equation with some measures of
volume of utilized services as the dependent variables. In other words,
demand cannot be measured directly but is observed from data that
measure rates of use resulting from the interplay of demand and supply. As
a result, demand analysis takes into account both supply and demand
factors Supply factors in demand function are taken into account by such
measures as physician-to-population ratio (Ching 1985, 1986) or availabil-
ity/non-availability of service (Rimando 1976).The rationale for this is that
doctors generate demand for their services.

The test of inducement boils down to the examination of how quantity
or price of medical services varies with the abundance of services. However,
finding a positive correlation between resources and either utilization or
price does not necessarily show inducement (Fuchs and Newhouse 1978,
Newhouse 1981). Under the no-inducement hypothesis, more providers in
an area tend to lower waiting time which will raise demand. Moreover,
simultaneity between supply and demand prevents the acceptance of
inducement hypothesis just from the positive association between supply
and utilization. One should ascertain whether an area has a higher supply
because it has a high demand or vice-versa. This has proved to be a
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herculean task.

One could sense an apprehension in accepting the inducement
hypothesis because it truly poses a serious challenge to the estimated
demand functions reviewed in this paper. Nevertheless, some descriptive
studies indicate that doctors do influence demand (Monsma 1970; Evans
1974; Fuchs 1978 ).The existence of inducement calls for a more realistic
model of demand where the consumer decides whether or nor to enter the
health system, and the doctor determines the treatment.

The reason for so0 much discussion on the influence of providers on
consumers is the policy implication of the phenomenon. The introduction of
insurance, which acts to reduce the cost of health to the patient at the point
of delivery, will lead to increased utilization and thus, pressure on scarce
health resources. The appropriate policy then is to apply strategies to affect
the behavior of providers, not consumers. For example, a prepayment
system that gives fixed salaries to providers, would be more cost-effective
than deductible/coinsurance that works on the consumer side, when pro-
vider influence is strong.

As for research implication: if doctors do respond to incentives
inherent in different payment systems and do influence demand, then one
should all the more study the factors of provider behavior in the face of
insurance. Examples of such factors are work hours of the doctor, his
income, his patient's income, gross fee andinsurance rebate, assuming that
his utility is a function of social status, leisure and esteem with which patients
regard him. Researchers could try and test, as a first step in the Philippine
setting, theoretical models already developed (Richardson 1981 ).

B. Specification of the Dependent Variable

A perennially controversial issue concerns the selection of an appro-
priate dependent variable. Two measures, medical expenditures and quan-
tities of medical services have been commonly used. Both have disadvan-
tages.

Expenditures are inaccurate indicators when price discrimination is
practiced by some doctors or when there are variations in the quality of the
product itself. Medical expenditures may bias the effects of factors believed
toinfluence demand (price and income), if unadjusted for price changes and
quality variations.

The major weakness of using quantities of presumably comparable
services is the absence of a common denominator. Quantities of heteroge-
neous services are difficult to combine and compare. Nevertheless, quan-
tities allow more accurate comparisons of the amount of use of a particular
service.

demand. A more appropriate demand measure is the number of eplsodes
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of medical service which is defined as the number of requests for treatment
(Stoddart 1981).

C. Specification of the Health Status Variable

Health status represents health need and thus influences demand for
health services. Health status measured by illness experience (as recalled
by the respondent) may not fully represent the real health need of a person.
Yet, there is no overall health index to measure an individual's health state.
Efforts should be directed to increase the comprehensiveness with which
health is measured; physical, social, mental and physiological dimensions
can be included. For example, Manning, Newhouse and Ware (7982)
supplemented self-assessed general health perception with measures of
limitation of function, psychological state and social activity.

It is worth noting, however, that in demand analysis, everyone in the
sample by definition believes himself to be in need. Hence, it makes more
sense to measure heaith need by items such as type of illness or perceived
seriousness.

D. Should Demand Analysis Include People Who are Not in Need?

One shortcoming of some studies is the failure to describe whether
their sample in regression analysis includes only sick people or healthy ones
as well. What is the appropriate sample to study?

Atthis point, itis helpful to recallthe processes by which anindividual's
demand for health care are met in the healthy industry (Lee 7983 ).

NEEDS

FELT NEEDS

|

DEMAND

!

UTILIZATION

Demand for health care is based upon health needs; if no needs are
felt, there will be no demand. Doctors assess whether feit needs are actual
needs; some turnout to be so, other do not. The important point is self-
perceived (or felt) need will determine whether or not an individual is in the
market for health care. Ideally, demand analysis should be concemed with
a sample of people who feel they are in need and do express this need by
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requesting for treatment. This reasoning is the argument of Akin et al.
(1985 ) for wanting to study sick people only hence:

In examining the use of medical services, the point of interest is
not what the whole population does, but what sick people do.
Hospitals, clinics, and medical schools are not constructed to
care for the healthy. Questions of policy, which revolve around
costs of welfare programs and why people use specific types of
services, are questions of demand that cannot be answered by
referring to health capital formation. People who do not consider
themselves sick generally have no demand for medical services;
they are therefore irrelevant to the problem. If thought about in
this manner, the issue of demand for medical services appears
to be much simpler than any of the analysts have assumed.

Perhaps, what worries some analysts is the healthy who do demand
care, in particular, preventive care. The appropriate sample here would still
be people who feel and express need (though they are not sick). Need could
actually embody curative and preventive concepts. Need has been defined
(Culyer 1978) to exist when (1) the potential for avoldance of reductions in
health status exists (prevention and some care); and (b) the potential for
Improvements in health status above the level it would otherwise be exists
(cure and some care). If the appropriate sample in demand for preventive
care are the people who perceive they are in need, but not sick, then a
demand analysis on preventive care, separate from curative care is called
for. Nevertheless, the point that the appropriate sample is people who feel
in need and do express it, remains.

The preceding statement may not sound moral to some planners who
think persons actually in need, but do not express it (and may or may not feel
in need), should receive care. The market structure for health simply cannot
accommodate such people because the structure only allows for people
who felt and expressed their needs. -

The purpose of this section is to encourage future research to do more
adequate descriptions of their empirical work, and not to worry about a
seemingly limited sample'* — people who report themselves as sick —
when studying dermand for medical services. However, if one is studying the
production of health, an entirely different problemis at hand which requires
a sample of both sick and healthy people.

E. Price, Non-Users and Data Problems

Estimation of health care price leaves much to be desired. Nowhere

' Usually due to data limitations arising from the survey questionnaire itself.
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canone find observations on price the way economists define it, whichis on
aper-unit basis and is exogenous to the household. The usual practice is to
approximate prices with expenditures. A problem occurs for non-users:
thereis no corresponding price (expenditure) observation forthem. A widely
used procedure is to impute expenditures for non-users on the basis of the
average expenditures of users. Such procedure casts doubt on the interpre-
tation of the price coefficient.

The price specification closest to the correct one would be a facility-
reported cost or usual fee paid for a visit. One has to undertake his own
survey for this, however, if not contained in multipurpose surveys. Datafrom
social experiments (such as the Health Insurance Study of Rand Corpora-
tion) have been quite helpful in studying insurance and demand for services
in developed countries. it would be a welcome move to undertake similar
experiments in the Philippines for the purpose of enhancing its health data
base.

Another problem directly dependent upon the sample of observations
is multicollinearity.'* Take for example hygienic sewerage and health status,
which are often seen as determinants of demand in low-income countries.
These factors are often correlated. The existence of a hygienic sewerage
system affects the condition of sickness or health which in turn determines
demand. However, if the sample of observations involves sick people only,
then one can drop hygienic sewerage because there is no a priorireasonto
expect that sewerage afiects the choice of practitioner's or number of visits
made once the individual gets sick. Consequently, a hygienic sewerage
variable is not appropriate in a system of demand equation which are
estimated using a sample of sick people. Health status, which may be
measured by type or frequency of iliness remains.

" The easiest way to detect multicollinearity is to examine the standard erors of the
coefficients. If several coefficients have high standard errors and dropping one or more
variables from the equation lowers the standard errors of remaining variables, multicollinearity
is most likely present, )

One's judgment should be used when deciding whether or not to drop an explanatory -
variable because the gain in the reduction in standard error of remaining variables, when the
variable is dropped, must be traded off against the possible introduction of bias due to mis-
specification of the equation.
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Health Financing In The Philippines:
A Review of The Literature

Ma. Concepcion P. Alfiler*

. INTRODUCTION

With the setting of an international goal of “Health for all by the year
2000, member states of the World Health Organization (WHQ) committed
themselves to the task of making all citizens of the world, by the turn of the
century, attain a “level of health that will permit them to lead socially and
economically productive lives” (Mach and Abel-Smith 1983 p. 10).

To realize this objective, a Global Strategy was mapped out wherein
it is specified that concerted efforts must be exerted to include, among
others, the generation and mobilization of financial and material resources
(Mach and Abel-Smith 1983 p. 10 ). This provision provides the basis for a
more systematic attempt to match needs, resources and available finances
that ¢an support national health programs in all sectors. The Global Strategy
places the responsibility for ensuring the efficient use of resources and the
generation of additional resources, where necessary, on the ministries of
health of the member states of the World Health Organization (WHO).

The enunciation of sound health financing policies to govern and
guarantee the efficient and effective utilization of scarce resources for health
needs requires the maintenance of an information system for the healith
sector. To meet these information needs, ministries of health are tasked with
a variety of concemns, which may include, among others:

1)  Estimation of the order of magnitude of the total financial needs
to implement the national strategy up to the year 2000;

* Associate Professor, College of Public Administration, University of the Philippines.
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2)  Procurement of additional national funds for the strategy if
necessary and if convinced that existing funds have been used
wisely;

3) Consideration of alternative ways of financing the health system,
including possible use of social security funds; and

4)  Provisionto theirrespective governments of amaster planforthe
use of all financial and material resources, including government
direct andindirect financing; social security and health insurance
schemes; local community solutions in terms of energy, labour,
materials and cash; individual payments for service; and the use
of external loans and grants (Mach and Abel-Smith 1983, pp. 67-
68).

Il. OBJECTIVES

This paper attempts to review the literature and information sources on
heaith financing in the Philippines. Two main objectives are hoped to be
achieved in doing this: a) determination of how much is known and written
on the subject, and b) on this basis, provision of a starting point for health
policy makers in evolving a research program that will address the gaps
indicated by the review and the priority needs of health administrators and
planners.

Three more sections follow this portion. Section l1l discusses concep-
tual and methodological issues which have been raised with regard to
problems of health care financing in developing countries.

Section IV focuses attention on Philippine materials on health financ-
ing and related topics. Originally, the topics covered in this section were
intended to serve as organizing themes for the presentation of the materials
done on the Philippine situation. This is one way of checking the extent by
which the thrusts of Philippine materials approximate the concerns of those
inthe literature ingeneral. The spotty and fragmentary character of the local
materials, however, made this task difficult so that instead, local materials
were simply organized around four major themes: “sector-wice studies”,
“private-public resources”, “national health insurance” and “community/
primary heailth care financing.”

The fifth and final section assesses the state of health financing
research in the Philippines and shows its implications for future health
research priorities.

This paper, however, cannot lay claim to being an exhaustive study of
all local materials on health care financing despite the deliberate effort to
ensure a systematic search for secondary materials through the use of
existing bibliographies and research listing, particularly the Philippine
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Council for Health Research and Development’s (PCHRD) yearly inventory
of ongoing and completed research studies on health services. While no
definite time frame was set for the selection of the materials reviewed,
priority was given to those published orcompleted fairly recently, e.g., during
the late seventies and early eighties.

Aside from the U.P. College of Public Administration and the Local
Government Center libraries, other library units of the University of the
Philippines (U.P.) system were also visited. These include the School of
Economics, Institute of Public Health and the College of Medicine libraries.
Outside of the U.P. system, materials were also gathered from the World
Health Organization (WHO) and the Asian Development Bank (ADB). The
sets of Ministry of Health (MOH) and National Economic and Development
Authority (NEDA) materials which have been accumulated by the faculty
and staff of the College of Public Administration in the course of their
research work on health administration have also beenuseful forthis review.
Special mention must likewise be made of colleagues and friends who
graciously agreed to share health financing materials from their personal
collections. These include Dr. Ledivina Carifio and Dr. Victoria Bautista of
the U.P. College of Public Administration, Dr. Loreto Cabanos of NEDA, Ms.
Bituin Gonzales of UNICEF, Dr. Dodong Capul of USAID, and Dr. Alejandro
Herin of the U.P. School of Economics.

Interviews were conducted with officials of the Ministry of Health,
NEDA, Intercare, and the Securities and Exchange Commission.

. HEALTH FINANCING: CONCEPTUAL
AND METHODOLOGICAL ISSUES

The growing literature on health financing highlights a recurring and
stillunresolved issue on how “health services” can be defined and delimited.
Researchers on the topic are confronted with computational difficulties
caused by the lack of an accepted accountingframework which canfacilitate
financial analysis of health revenues and expenditures and minimize pos-
sibilities of double counting.

Raising revenues is only one side of the question, the other being the
spending component. Systematic description, analysis and assessment of
the flow of funds/resources for health services necessitate a determination
of its relation to the manner and basis of allocationvutilization of these funds
for specific services directed to particular areas orto centain segments of the
population. Closely related to this is the estimation of the underlying unit
costs of health services rendered, whether in private or public settings.
Giventhe financing sources and expenditure patterns, unit cost per service
is a critical input in establishing the efficiency or effectiveness of the
institutions rendering health services.
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Aside from these definitional issues, the other themes of the literature
involve: a) financing sources and their relative advantages/disadvantages;
b) evaluative concepts for assessing financing schemes; and 3) methodo-
logical difficulties irRherent in undertaking cost-benefit and cost effective-
ness analysis for health expenditures.

DEFINING/DELIMITING THE HEALTH SECTOR. Financing is generally
understood as the raising of resources/funds to support or pay for goods and
services. Among the goods which an individual or a government may decide
to pay for is health services. In this sense, health care is a “commodity,
comparabie to other goods and services in that individual households and
many public and private organizations are willing to pay for out of their
incomes and revenues” (Zschock 1979, p.5 ). As with most other economic
goods, the production of health services has its costs since goods and
manpower are expended in the provision of these health services. These
resources, goods and manpower costs must be valuedif one is to determine
resources necessary to finance the production of health services.

A basic prerequisite in the estimation of the costs of these services is
the definition of the nature of the good and the process of producing it. The
prevailing definition of what constitutes health does not lend o an easy
decision on how health services may be costed. The World Health Organi-

‘zation defines health as a “state of complete physical, mental and sogcial
well-being and not merely the absence of disease or infirmity” (cited in
Straetz, Lieberman, Sardell 1981, p. 4 ). The broad implications of what is
necessary to achieve this state of well-being, given varying environmental
conditions, are indicative of the difficulty of delimiting the parameters of what
constitutes the health sector.

" In his pioneering study of health expenditures in six countries, Abel-
Smith . (1963 ) delimited the broad spectrum of what constituted health
services by dividing it into three principal sections: medical care services,
public health services, and research andteaching. Two types of services fall
under medical care. These include those provided by hospitals and those
not provided by hospitals. Public health services, on the other hand, is
composed of public health services to persons, environmental services and
other services. Personal health care describes the sum of medical care and
the subsection of public health services devoted to persons.

“Medical care is further defined: as referring to services which are
primarily of a diagnostic or curative character while public health services
refer to those of a promotional or preventive character. Under public health
services, distinction is further made between services provided to individu-
als who can be identified (personal services) and activities which benefit the
communityingeneral (environmental services). The category “others” cover
laboratory and statistical services which do notfit into either category (Abel-
Smith 1963, p. 36).
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Fifteen years later, another work on the topic observed that “a
complete definition of the health sector would encompass all the services
rendered by health practitioners and the institutions through which these
services are administered. This includes medical doctors, nurses, para-
medical personnel, dentists, phammacists, preventive health care workers,
administrative and other support personnel and all the goods and services
they provide through health care institutions such as hospitals, clinics and
pharmacies and through preventive health care programs” (Zschock 1979,
pp. 6-7). _

A WHO manual for planning health financing in developing countries
dichotomized health services into two component parts: personal health
services and health related activities. Personal health services are those
aimed at improving the health of identifiable persons while related activities
are those which promote the health of the population collectively (Mach and
Abel-Smith 1983, p. 15).

The three operational definitions offered above suggest that while
most definitions are usually comprehensive in scope, setting the boundaries
of the health sector may vary depending on what dimensions of health
services may be stressed.

Zschock contends that depending on the objective of the financial
analysis to be made, a “narrow” or broad definition of the sector may be
adopted. A narrow definition may be praferred if the intention is to argue the
need for more financial assistance to the principal health sector institutions.
Onthe other hand, abroader definition, i.e. ‘'one which willinclude a number
of healthrelated activities in other sectors, would be functional if the purpose
is to increase coordination of health care provided through the principal
health sector institutions with health related activities camied out through
other organizations (Zschock 1979, p. 7).

It has been noted, however, that although the data base in developing
countries tends to be more limited, the definition of the health sector adopted
in these countries is generally broader primarily because of the “greater
deficiencies in environmental health care prevaient in developing countries
and the extensive use of traditional care practitioners by the population for
curative care” (Zschock 1979, p. 7).

It can then be inferred that the matter of how the health sector of a
country will be defined for purposes of undertaking a financial analysis of the
revenues and expenditures of such a sector could be an arbitrary conven-
tion, depending on what is feasible considering prevailing administrative
conditions and data availability.

FINANCING SOURCES. At the heart of any health financing study is the
identification of actual and potential fund sources to support the activities of
‘the health sector. The sources of funds directly determine the volume
available, the regularity with which funds are remitted, collection costs and
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“the stability and continuity of sources through which services are financed.

Sources of funds may be categorized on the basis of: a) service fee

at the time of use (indirectly financed) and services for full payment (directly

financed) (Abel-Smith 1963, pp. 18-19/ Abel-Smith 1978, p. 73); b) public

and private sources (Zschock 1979, pp. 18, 33); and ¢) agency or hody that
originally provided the funds (Mach and Abel-Smith 1983, pp. 18-19).

Arguing for the value of tracing funds directly to their ultimate origin or
source, Abel-Smith made a distinction between funds made available to
health setvices through indirect payment and funds which persons pay
directly to the provider in returnfor goods and services received. Under this
scheme, indirect payment includes: a) general government funds; b) com-
pulsory insurance funds; c) voluntary insurance funds; d) employment
insurance; e) charitable donations; and f) foreign aid. Direct payment, on
the other hand, covers “payments by recipient in return for services exclud-
ing insurance payment to compulsory and voluntary insurance funds.™

Zschock’s categorization scheme puts premium on public and private
sources of funds. General tax revenues, deficit financing (domestic or
international borrowing), sales tax revenues, social insurance and income
from lotteries and betting fall under the first category. Private funding
sources would include direct employer financing, private health insurance,
charitable contributions, direct household expenditure and communal seli-
help (Zschock 1979, pp. 20, 27).

Athird classification departs from Zschock's scheme in that aside from
private and public sources, it also considers external cooperation as a
distinct category by itself. Under this third scheme, four sources are
considered public: Ministry of Health, other government departments, re-
gional and local governments, and compulsory health insurance.

Private sources refer to private health insurance, private employers,
local donation (cash), and private household's donated labour. External
cooperation includes official or non-official assistance from outside the
country. (Mach and Abel-Smith 1983, pp. 18-19).

The methods by which health services are financed have important
implications which policymakers must take note of. Abel-Smith cites two
reasons for this:

First, it is important to examine what different groups of the
population are ultimately paying towards the cost of health’
services and how this compares with the value of the services
they receive. Second, the method of financing can itself have
major effects on what is provided and to whom it is provided. Of
special importance -for the planning of health services is who
uftimately controls the spending (the government, social security
funds, insurance companies, profit or non-profit hospitals or
other bodies) and how that control is exercised. Financial incen-
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tives can influence the orientation of the services (for example
the orientation given to prevention as against the cure), the
setting where care is provided (in patient, ambulatory or domicili-
ary), the level of technology used, the quality of care provided,
the geographic distribution of health resources and last but by no
means least, the cost of providing the services (Abel-Smith 1963,
p. 74).

The manner through which funds/resources are raised is indicative of
the extent to which they provide regular and substantial amounts for health.
Thus, funding coming from generaltax revenues may be unreliable because
of the uncertainty between budgetary funds and actual disbursement.
Allocation of these sources is also likely to be influenced by political
processes which may conflict with efficiency and equity considerations
(Zschock 1978, p. 21).

Deficit financing has the advantage of being able to expand health care
over a shorter period of time. The problem with this kind of source is that
expanded health infrastructure made possible by loans may also increase
the operating expenditure obligations that must be financed from internal
resSOUrces:

General sales taxes may be difficulfto administer, politically unaccept-
able and even regressive.

Funds from social insurance, on the other hand, may reinforce the
tendency to support hospital-based, doctor-centered programs that are
oriented towards curative health care.

Among private sources, private health insurance which spreads the
financial risk of iliness reduces the private costs of health services but may
tend to be expensive. Charitable contributions may lead to donors’ priorities,
not coinciding with the pressing health needs of the population. Besides,
these donors may prefer physical facilities and equipment as visible evi-
dence of their donations, leaving other sources to provide for the operating
budget necessary to run them. Aid from foreign bilateral or multilateral
organizations is usually extended in time of natural disasters. A disadvan-
tage of this source of financing is that it may create dependence on foreign
health care technology and materials which developing countries may not
be able to support ontheirown once foreign assistance is no longer available
(Zschock 1979, p. 30). '

The amount of resources generated by direct household expendi-
tures, which covers direct payment to health professionals who provide
services, is affected by the premium of insurance coverage. Households
with lower income or those without insurance will spend only if the need is
already quite serious. Publicly-supported health services are still the major
means of making services available to these households.

The almost universal adoption of primary health care as an approach
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to the delivery of health services has shifted attention to communities as
another source of financing for local health services. Through community
seff-help efforts, donations in kind such as community labour and cash
donations may add up to a substantial amount at the aggregative level.
Zschock, however, sees community-raised resources/funds as supplemen-
tary to, rather than as substitutes for, other sources with which it must be
coordinated (Zschock 1979, pp. 32-33).

On the whole, the value of the sources of health finances may be
evaluated through the use of five criteria, namely: 1) efficiency; 2) equity; 3)
displacement effects; 4) impact on health care utilization; and 5) impact on
health care provisions (Zschock 1979, p. 42).

A source is considered efficient if it offers a higher net yieid for health
care delivery operations, if it is a reliable or stable source of financing, and
if it affords management freedom and flexibility in the use of these funds.

Itis equitable ifit allows the sharing of risks of iliness across population
(vertical equity) and if the burden of financial support is distributed according
to ability to pay (horizontal equity).

Funding sources should also be evaluated in terms of whether its
adoption will cause the displacement of more equitable sources or the
utilization of health care as well as its eﬁects on health care provision
(Zschock 1979, pp. 43-49).

ASSESSING HEALTH CARE FINANCING SCHEMES. Should assess-
ment of the national financing scheme be confined to the merits of each of
the individual sources alone? Since there are varying effects of the different
sources, the overall effect of all financing sources must be described and
analyzed in order {0 determine: a) the level of health care support that may
be justified, and b) the appropriateness of these sources to generate the
required amount.

Five analytical models are normally used to justify the level of health
care support that must be attained in a country, namely: 1) international
comparisons of the levels of resources allocated to health; 2) cost-benefit
analysis; 3) cost-effectiveness analysis; 4) consumer demand for health
care; and 5) minimal need for health services (Zschock 1979, pp. 35-41).

In his discussion of each of these analytical models, Zschock argued
against the use of international comparisons as a way of setting standards
on how much a country must spend for health. Differences in exchange rate
levels of monetary units in different countries and in their economy's
valuation of health services within their domestic market context makes
international comparison untenable.

The value of benefits that investment in heaith serwces will generate
is seen as a more rationale basis tor explaining how a country should spend
on health. The difficulty, however, of translating benefits derived from heaith
into clear monetary values vitiate against using the cost-benefit approach as
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a justification for more resources to be poured into health.

Another approach which is often offered as an aiternative to cost-
benefit analysis is cost-effectiveness. Instead of calculating benefits, effec-
tiveness may be measured in terms of improvement in reaching specific
targets of the population, or in better health care delivery. These improve-
ments may then be related to the costs of providing these services. The

_problemwith this concept, however, is that one is never able to isolate which
effects may be attributable to health care services alone. Thus, effects of

“health expenditures which are likely to interact with other social services.
may not also lend to direct measurement.

The conceptual strengths of cost-benefit and cost-effectiveness ap-
proaches are therefore negated by methodological difficuities encountered
when computation of aggregate benefits or effects are attempted. In view of
these limitations, Zschock proposes the use of consumer demand and the
determination of minimal need for health as bases for explaining how much
should be allocated for the section (Zschock 1979, pp. 9-41).

Consumer demand for health reflected in households and business
preferences are thought to be influenced strongly by the provider of heaith
care or by the availability of insurance coverage. Citing fragmentary evi-
dence from a household survey and analysis of drug sales, Zschock infers
that household expenditures on health retain some level of autonomy and
may be used as a basis for deciding how much to spend on the health sector.

Contrasting demand with need which may not be reflected as effective
demand if not backed up by the capacity to pay for the services, Zschock
stressed the value of considering the unmet minimal health care needs of
large sectors of the population as a way of justifying the allocation of more
resources for the health sector. A minimal need estimate which includes
curative and preventive services may be transformed into a basis for
mobilizing resources in such a way that health resources are reallocated
from persons who receive more than what they need to those who have less
than what they need (Zschock 1879, p. 41).

METHODOLOGICAL ISSUES. Health financing scholars must continually
grapple with methodological dilemmas stemming from two sources: a) the
absence of a standard accounting framework which will provide them with
the handles they need in dealing with health expenses of various sectors;
and 2) the difficulty of measuring effects and benefits of health sector
services which could lead to a better estimation of the impact of resources
allocated to this sector.

To deal with these problems, particularly the first, health financing
planning manuals for developing countries have been prepared to assist
health officials in these countries in setting up a system for the collection of
healthfinance and expenditure date overtime. One such manual (E.P. Mach
and Abel-Smith 1983) emphasizes three principles for researchers working
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from existing information and accounting systems:

a. Ensure that all major items of finance and expenditures are
included;

b. Use figures for expenditure actually incurred rather than finance
budgeted (which may not have been allocated or, if allocated, not
spent);

c. Avoid double counting of money transferred from one source of
finance to another before it is spent, which thus appears in more
than one account. (E.P. Mach and Abel-Smith 1983, p. 39 ).

Paying particular attention to the assessment of finarcial viability of
World Bank funded projects, De Ferranti recommends that an “affordability
analysis” be made for health projects to determine whether those who are
expected to commit resources to the project are able and willing to do so.
Essentially, this means estimating for the following aspects of the institutions
or groups involved:

a) the costs they would bear as a result of the project or program;

b) funds (or other relevant resources such as volunteer laborers)
available to them; and

c) other demands on these resources for other projects or pro-
grams.

Figures arrived at from these estimations can then be projected over time
to determine whether sufficient funds will be available.

If not, then the amount of the shortfall vis-a-vis the requirement and
total resources may be determined (De Ferranti 1983, p. 53).

V. HEALTH FINANCING IN THE PHILIPPINES

The literature on health financing has consistently stressed the need
for a comprehensive sector-wide perspective in evaluating the different
ways of utilizing funds to support health activities. The connotation of such
a broad view of the sector is aptly captured by a leading proponent of the
idea, to wit:

Estimates of all sources providing means for health activities and
of total expenditures in the health sector are essential informa-
tion for those responsible for a country’s health policies. Only if
a country plans the whole of its health services - public and
private - will plans have a prospect of success ... It is proposed
that health policy makers should go beyond the conventional
limits of public health and attempt to match the financing of the
total sector with major health goals (E.P. Mach 1978, p. 7).
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Realizing the value of this holistic perspective, this review will proceed
by focusing first on studies which attempt to examine comprehensively the
financing needs of the Philippine health sector. Priority is given to this type
of studies as they typify the kind of comprehensive thinking expected of
planners who must formulate rationale health policies. These kind of works
are referred to as "sector-wide studies®. From the data and analysis given
in these studies, an attempt to highlight some dimensions of the financing/
expenditure profile of the Philippine health sector is made.

" Other Philippine materials covered in this review shall also be dis-
cussed by clustering them into the following topics: a) public/private re-
sources; b) national health insurance; and ¢) communrity/primary healthcare
financing and “demand studies”.

SECTOR-WIDE STUDIES. Aside from an ongoing Asian Development
Bank (ADB) commissioned study on Realth financing in the Philippines
(which is expected to be completed by February 1987), there appearsto be
no empirical research which dwell solely on the financing of the public and
private health sectors of the country. instead, the review shows that the
financing aspects may be discussed as one of the sub-topics in an
evaluation of the performance and resource needs of this sector. It is more
of the latter type of studies that are considered as."sector-wide studies.”

Under this category, three documents prepared by two institutions -
the World Bank and NEDA - are discussed. They describe and analyze how
revenues for health services are raised and allocated for certain objects of
expenditures over a particular period of time.

The 1984 World Bank review of the population, health and nutrition
sectors has three chapters on expenditure trends, program financing and
external and alternative financing for these three sectors (Worid Bank 1964,
pp. 79-85). The 1985 NEDA proposed program for improved health care
delivery system, on the other hand, devotes a substantial portion to the
sector's financial needs and offered proposals aimed at developing self-
reliance among individuals in financing their health requirements, thereby
“freeing” government funds for utilization in the needs of indigent groups
(NEDA 1985 b).

Another NEDA publication (NEDA 1982 a) analyzes, among others,
trends in government, family and personal consumption patterns on health
services for the decade of the seventies, using core indicators to assess
program impact, program indicators to determine adequacy of program
compared to ascertained needs and access indicators to show service
utilization and the physical or financial accessibility of the Ministry of Heaith
(MOH) serVices. It is interesting to note, though, that the sector definition of
these works differs. While the World Bank review covers the health,
population and nutrition sectors, the 1982 NEDA document discusses
health and nutrition and the 1985 NEDA proposal is specific to the health
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sector alone.
The above documents reveal the following about the financing and
expenditure patterns of the Philippine health sector:

1.

Health expenditures, as a percentage of total national govemn-
ment expenditures decreased from 4.9 percent in 1970 to 3.5
percent in 1980 (NEDA 1982, p. 79).

The Ministry of Health, which accounts for 70 percent of all
government spending on health, received 4.2 percent of the total
national government appropriations in 1985. Using 1978 prices,
the appropriation for health services from 1978 to 1984 recorded
an annual average decrease of 1.8 percent (NEDA 1985 b, p.
49 ).

Allocatnon of MOH expenditures by regionin 1981 shows that on
the basis of the ratio of regional expenditures to regional popu-
lation, expenditures were inequitably distributed in favor of six
out of 13 regions. By nature of inputs, supplies and materials
(including drugs) received the largest share (40 percent), with
personnel services coming in as the second largest component
(37 percent) for the same period (World Bank 1984, p. 84).

In terms of nature of services provided, the share of curative
services have fluctuated between 51 percent to 61 percent of
current operating expenditures from 1980-1986, while expenses
for preventive services for the same period decreased from 48
percent o 38 percent.

. The Family Income and Expenditure Survey (FIES) indicated

that 1.9 percent of total family expenditures were set aside for
medical care. This figure is not significantly higher than the 1.8
percent recorded for 1971 (NEDA 1982 a).

Total personal consumption on medical care increased from
P1.47 billion in 1977 to P1.69 billion in 1980, although as a
proportion to total expenditures, medical care expenditures
remained constant (NEDA 1962 a, p. 80).

In 1982, about P80 million or 3 percent of MOH appropriations
were financed by foreign grants and loans; 21 percent of thiswas
spent on capital expenditures alone.

Aside from the budget, 90 percent of MOH resources came from
fees for hospital services. From 1978 to 1982, however, the
proportion of current MOH expenditures received through serv-
ice charges has fallen from 14 percent in 1978 to 8 percent in
1982 (World Bank 1984, p. 90). ’

PUBLIC/PRIVATE RESOURCES. It will be noted that except for the dataon
individual and household expenditures, nothing substantial can be said
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about the performance or costs of the medicalinstitutions operating for profit
within the health sector. This is because while there are organized data on
the public sector, information on the operations and performance of .the
private sector is hardly available. This is not an uncommon problem
encountered by health financing researchers in developing countries.

A welcome contribution that lessens the paucity of work in this area is
Charles Griffin and Vicente Paqueo’s 1986 paper on public and private
medical resources and health expenditures in the Philippines. By organizing
publicly available data on the health sector, their paper described the
country’s medical system, traced its historical development, and then
analyzed the distribution of its facilities. After exan: ning trend data on
government resources and expenditures, they observed that:

1. The private medical sectorinthe Philippines accounts for at least
two-thirds of health facilities and expenditures. This sectorledan
enormous expansion and diffusion of hospital based resources
from 1972 to 1983.

2.  MOH per capita costs in constant 1972 prices rose from+5.61
in 1961 to#7.98 in 1980.

3. National expenditure surveys indicate that both rural and urban
households spent slightly less than 2.0 percent of their budgets
in medical services, with two-thirds of private expenditures going
to the providers and hospitals. :

4, Two-thirds of medical expenditures originated in household
budgets, not government budgets (Griffin and Paqueo 1986, p.
33).

NATIONAL HEALTH INSURANCE. Individual health needs may be paid for
through direct fee for service, availment of the national health insurance or
through private medical insurance programs.

The Philippine Medical Care Commission, which was organized in
1969, aims to gradually provide health needs of the population by making
available to them acomprehensive package of medical services through the
coordinated use of government and private medical facilities. Implemented
intwo phases, Medicare’s Phase | which took effect in 1972 covers regularly
employed sector of the population who are also members of the Govern-
ment Service Insurance System and the Social Security System. Phase 1l
which has been piloted in Bauvan, Batangas and in Unisan, Quezon starting
1985, covers the rest of the population. By 1985, Phase | has expanded to
22,783 GSIS and SSS members and their legal dependents, comprising
some 43.8 percent of the total population.

Medicare's compulsory contributions of 2.5 percent of the monthly
salary are collected through the SSS and the GSIS. Employers shoulder
1.25 percent of the amount with the employees paying the other 1.25
percent. '



130 Ma. Concepcion P. Alfiler

Since 1975, contribution to MEDICARE has been increasing except in
1984. By 1984, a total of P410.4 million in benefit payments was paid from
the funds. Of this amount, P239.4 million went to SSS members and the
remaining™171.0 million to GSIS (NEDA 1985 a, p. 31).

Despite increases in its monthly contribution which resulted in GSIS
and SSS members doubling their average contributions between 1972 and
1981, medicare contributions’ real value fell by 40 percent (World Bank
1984, p. 91). In 1980, a Philippine Hospital Association study disclosed that
54 percent of total accommodations in private hospitals and 60 percent of
government patients are medicare beneficiaries. The same study likewise
showed that the proportion of hospitalization cost subsidized by Medicare
has gone down to 28 percent from the target 70 percent of cost which the
program originally intended to subsidize (NEDA 1982 a, p. 86). More
recently, a newspaper item cited the MOH Deputy Minister's announcement
of a proposed increase in Medicare benefits of between 30 to 40 percent. It
was estimated that Medicare pays only 25 percent of the hospital expenses
of its more than 20 million beneficiaries (Malaya November 28, 1986, p. 3).

The Medical Care Health Insurance Fund managed by the Philippine
Medical Care Commission reported a cumulative collection of P3.6 M and
a cumulative disbursement of 2.9 M as of 1983. Cumulative number of
beneficiaries served added up to 11.6 Min 1983 and average peso value of
claims processed is estimated at 273.98 for the same year (NCSO 1985,
p. 298).

Griffin, Akin, et al, in their description and analysis of the Philippine
Medical Care Plans, noted that even if the Medicare’s real benefits and
contributions contracted, they still comprise a significant component of the
Philippine health care systemin absolute terms. Using World Bank fugures.
they computed Medicare’s share of the health sector:

“The national government allocated £2,216 M to health pro-
grams in 1981, of which. P1,814 M went to MOH. Private
expenditures in 1980 on medical care were 4,988 million pesos,
of which approximately 55 percent (2,743.4) was spent on
hospital and physician fees. In 1981, contributions to Medicare
were 495 million pesos. Claims payments were 340 million.
Medicare contribution which represent health expenditures to
those paying represented 18 percent of present expenditures on
hospitals and physicians in 1980 and 27 percent of the 1981
MOH budget. Therefore, while the real value of Medicare value

- benefits has declined, the program’s receipts still account for
about a fifth of all expenditures in hospitals and physician
services and about 6.5 percent of all health related expendi-
tures in the Philippines (Griffin, Akin, et al. 1985, p. 17 ).

Using sample claims for GSIS and SSS, this same study examinedthe.
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characteristics of participants in these two programs, looking into the nature
of diseases for which medical services were sought, claims payment and the
hospital utilization patterns evident among these members. Interesting
findings of this survey indicated that:

1)  Medicare patients seem to strongly prefer use of private hospi-
tals except when income or absence of required facilities work
against this preference.

2) Medicare's existing fee structure is not only regressive but highly
inelastic as well. Because the fee structure remains constant,
after a certain level of income, payments as a percentage of
income fali beyond the top bracket of the contribution scale.

3) The Medicare system is completely oriented towards curative
care and hospitalization (Griffin, Akin, et. al 1985, pp. 34 & 37).

The influence of Medicare’s coverage on a sick person’s decision on
who among medical practitioners is clearly discussed in another study which
analyzes 1983 household and community data from the Bicol region.
Schwartz, Akin, et. aldiscovered that while electrification, barangay health
aids and barangay health stations are predictors of the choice of practitio-
ners for sick adults, the most important explanatory variables appear to be
the perceived seriousness of the iliness and whether the person is covered
by Medicare. A seriously-ill person with Medicare coverage is more likety to
select a private modern practitioner. (Schwartz, Akin, et. al 1985, p. 11).
Beyond this finding, it can be concluded that a decision like this occurs not
simply because of Medicare coverage but the fact that this person is likely
to be regularly employed, with some form of stable income and can therefore
afford to pay hospitalization fees.

Qutside of Medicare’s financial support for their medical needs, SSS
and GSIS members can avail of sickness and- disability related benefits
meant to replace lost income of individuals as a result of sickness. GSIS and
S$8S provide that sickness and income benefits shall not be less then P4.00
and not more than20.00/day. Members may qualify for these benefits only
if their confinement last at least 4 days and the workers have used up their
sick leave credits. In 1984, SSS paid a total of P259 million for health related
benefits. This constituted 25 percent of the total benefits forthe year (NEDA
1985 a, pp. 45-46).

Private insurance companies also constitute another avenue for
financing medical expenses of the population. As of the end of 1983, there
were 99 authorized private companies offering health and accident insur-
ance in the Philippines, 82 of which are domestic, 13 are foreign companies
and 4 are professional reinsurers. Total claims on health and accident
insurance for the same period added up to #65.8 milion as against
premiums of #143.7 million (NEDA 1985, p. 46).
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COMMUNITY/PRIMARY HEALTH CARE FINANCING. The adoption of
primary health care as the government’s major approach to the delivery of
health services ushered in the stress on self-reliance and concomitant
values such as affordability, appropriate technology and mobilization of
local resources to fulfill the community’s health needs. In keeping with this
philosophy, primary health care activities of communities are gauged in
accordance with the community and the government'’s capacity to sustain
these activities.

To ensure that local conditions will be adequately responded to, local
communities were given leeway to decide for themselves how to raise
resources to support their basic health needs. Withinthe confines of smaller
communities, the matching of health needs and resources may be less
complicated, thus more manageable. There is a need, however, 1o coordi-
nate and synchronize these community efforts on a nation-wide basis to
ensure complementation of community, public and private financing
sources.

Meanwhile, as more case studies describing various experiences on
community financing come to light, two observations seem to characterize
these experiences:

1.  The “resource gap” between costs of primary health care and
expenditures being made for primary health care has become
clearer, and

2.  While central government serves as the principal source of
financing for the extension of primary health care, studies show
that non-governmental expenditures for health were sizeable.
These expenditures were also found to support private curative
services instead of promotive or preventive services (Russell
and Reynolds, undated, p. 11).

These issues required that there should be more systematic monitor-
ing and documentation of the experiences of communities in mobilizing
resources, whether in the form of cash or in kind, 1o suppont, partly or fully,
basic preventive or curative health services for its members.

USAID PRIMARY HEALTH CARE FINANCING PROJECT. Two years after
the government formally launched the national primary health care program
in the Philippines in 1981, USAID introduced its Primary Health Care
Financing Project. This project triggered considerable interest and initiated
pioneering studies in community and primary health care financing in the
Philippines.

Scheduled tfor implementation by July, 1983, this project aimed at
“increasing access to and utilization of sustainable primary health care
services managed and financed by communities and the Philippine
government” (USAID 1983, p. 5). The project sought to accomplish these
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goals through three sets of interrelated activities: (a) the pilot testing of
various kinds of health financing schemes in different parts of the country
and with diverse groups and institutions; (b) special studies and policy
analysis on public and private health sector financing, the operation of
village drugstores, assessment of the barangay health volunteers program
and the performance of midwives; and (c) a service delivery component
whichwill seek to strengthen MOH'sinstitutional capacity (USAID 1983, pp.
7-19).

At least five research reports/ publications on health care financing
were doneinpreparation for, andinconnectionwith, or as part of this project.

The first is a study on the health seeking behavior and expenditure
patterns for primary health care in Cabagan, Isabela. A survey of 146
household heads in three barangays, looked into the factors that affected
patterns of expenditures in a rural community with reference to respiratory
and gastrointestinal conditions in children below 6 years old, infant nutrition,
matemity care and child immunization and family planning.

The research revealed that there was a high (81.8 percent) incidence
rate of gastrointestinal and respiratory diseases in the under-six age group.
To dealwith these ¢cases, householdsin Cabagan resortto over-the-counter
medication and home remedies. Moreover, ufilization of curative care
services indicates preference for highly specialized, modern curative serv-
ices, i.e., professionals rather than traditional providers, private more than
public services and physicians rather than lower level health professionals.

This study, likewise shows that " ... health seeking for curative care is
crisis oriented. Factors related to the pattems of use of health providers are
competence, accessibility and economic consideration... The meanmonthly
expenditures for respiratory and gastroenteritis conditions in children under
six years is P7.40. This is approximately 2.3 percent of the household
income. Factors that tend to show positive correlation with cost are the type
of health providers sought, accessibility of health services and the perceived
seriousness of the disease” (Laniosa 1982, pp. 136, 151).

The second research report commissioned as part of the preparation
forthe USAID primary health care financing project was an exploratory study
on local resource utilization schemes for selected community-based pri-
mary health care projects. It documented sevencases, representing various
forms of local resource mobilization and utilization schemes and focused on
the kinds of health services supported, the degree of people’s participation
inthe schemes, the "hidden™ costs involved and the resources coming from
external resources which were used to augment locally generated funds/
support (Alfiler 1962 ).

This study shows that local resources utilization schemes for commu-
nity-based programs in health tend to be one-shot in nature and consist of
irregular fund-raising activities initiated and implemented by community
organizations. Resources mobilized through these efforts tendto be meager
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and limited mostly to financing the purchase of drugs. There are existing
insurance schemes for those who are under-or unemployed but they are too
complicated for the communities to manage for themselves. These
schemes also tend to generate limited resources which are grossly inade-
quate to cover costs of comprehensive medical services necessary at the
community level. This means that the resources generated will have to be
supplemented with additional resources if they must support the provision
of adequate health services to community-based programs (Affiler 1982, p.
74).

A third study which was done in connection with, but not supported
solely by, USAID was a two year operations research project funded by
Primary Health Care Operations Research (PRICOR) and carried out in six
villages in lloilo (also the site of another USAID project, the Panay Unified
Services for Health) (Osteria and Siason, undated ).

This research sought active community involvement in determining
the nature of the financing schemes and how these could be set up and
managed. The financing scheme which the six villages eventually chose
was the contribution of a fiat rate on a monthly basis and the voluntary
contribution from proceeds of sales and farm produce and livestock as well
as the donation of services. Except for one barangay which opted to use its
contribution as an emergency loan fund, all other barangays decided to use
the money raised to finance the operations of a village drugstore. Contribu-
tions collected fromthe households ranged from™P2.50 to P7.09. After a year
of operations, the various village drugstores realized profits ranging from
7120.54 toP567.02 (Osteria and Siason, undated, pp. 102 and 159).

The outcome of this research underscores the need to keep structures
forfinancial schemes in rural areas simple enough for participant-members
to understand what they are paying for, how they will be benefited and what
control measures are adopted to safeguard their contributions. This expe-
rience also indicates that single payment schedules may be more efficient
if no collection systemis firmly established to attend to payment spread over
an extended time period (Osteria and Siason, undated, p. 99 ).

An evaluation of the performance of the government’'s Botika Sa
Barangay program, the fourth study, represents one of the special studies
completed under the USAID Primary Health Care Financing Project. This
study was undertaken to test the assumptions that the Ministry of Health's
Botika sa Barangay (Village Drugstore) program will succeed to make
essential drugs accessible and affordable to the community only if this
program operates as a community-based business enterprise able to
generate sufficient operating funds to finance the regular replenishment of
stocks (ARC Associates 1985, p. 6).

The profile of a viable (able to generate funds for continuous opera-
tions) and effective (can provide majority of village residents access to
needed drugs at a price they can afford) village drugstore turned out to be
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one which: 1) has a capitalization of about700.00: 2) generates an annual
sale of P1,334.00; 3) observes a 24 percent mark-up on its sale price; 4) is
part of a general or community store that operates in the area; and 5) is
managedby a Botika Sa Barangay aide whois knowledgeable in dispensing
medicine and belongs to a household with a relatively higher income level.

A major component of the USAID primary health care financing project
is the design and piloting of innovative health care financing schemes which
may be replicated if found workable. Deliberations on the merit of four
proposals submitted to the Philippine Council for Health Research and
Development (PCHRD) were the objectives of a Seminar-Workshop on
Health Care Financing sponsored by the USAID and the PCHRD.

The financing schemes considered for possible funding were those
which explored the use of four prospective financing models: a) community
based, b) govemment/hospital based, ¢) entemprise based, and d) the health
maintenance organization. The published proceedings of this seminar-
workshop present the strengths and weaknesses of these four proposals at
leastinthe formthey were initially presented for possible funding (Philippine
Council for Health Research and Development 1985, pp. 93-110).

Two demand studies utilizing data from the 1978 and 1981 Bicol
multipurpose surveys tested the extent to which factors such as distance,
income, time and cash costs affect the demand for health care services in
the Bicol Region. Using the 1978 survey data, Ching disclosed that neither
income nor cost deterred the poor from availing of public heatth care
services. However, those with lower income tend to show lower utilization
of modem private facilities (Ching 1986, pp. 149-150).

On the basis of their analysis of the 1981 Bicol multipurpose supple-
mental survey data, Akin et. al disclosedthat visit price, dnug costs, transport

 costs, transport time and waiting did not greatly affect demand patterns for
essential or optional health services (Akin 1986, p. 773). Akin likewise noted
that instead of serving the poorer sections of the population, free govern-
ment clinics appear to serve many higher income patients. Moreover, he
arguedthatit may be knowledge and outlook and not poverty which keep the
poor from using modern health service (Akin 1986, p. 774).

V. RESEARCH AND POLICY IMPLICATIONS

What do the findings of all these studies imply for research priorities in
health care financing?

The earlier notionthat there is hardly any empirical research on heaith
care financing and related topics inthe Philippine is hardly reliable. it is clear
that there is a small but steadily growing local literature on the subject.
Valuable data on public health services are available but they need to be
organized and analyzed to provide the answers to policy questions. Like
most developing countries, there is virtually no systematic collection of data
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onthe operations and costs of health services provided by the privaie sector
in the Philippines.

It is interesting to note that external funding agencies (World Bank,
USAID, Asian Development Bank) play a conspicuously active role in
directing attention to our initiating studies on health care financing in the
Philippines. This phenomenon may merely sighal a current international
interest in health among financial institutions. However, this may also be
indicative of the low level of priority attached to heaith financing by health
administrators indeveloping countries like the Philippines. This may also be
largely because, when confronted with so much demand for very limited
resources, health administrators would rather use these resources for
delivery of services rather than for research activities.

Could the strong presence of international institutions in this field also
suggest the relatively imited appreciation for comprehensive seclor-wide
planning and prioritization of resources and expenses among health admin-
istrators in developing countries like the Philippines? Health financing is only
one of the tools for bringing about the state’s policy on the desired allocation
of health resources and services. Yet, even before this tool can be utilized
for meaningful policy analysis, a reliable data base must systematically
produce the information which will allow periodic analysis of expenditures
and sources of finances in both the private and public sectors.

Forthis purpose, the following areas for policy research are forwarded
assuming that health administrators and planners will now imbibe the
comprehensive sector-wide perspective necessary in any significant analy-
sis of heaith financing sources as a means of effecting greater equity and
efficiency in funding, distribution and provision of health services:

1)  The development of a low cost health financing information
system that will utilize most of the data that are produced by
existing management information and accounting systems
being observed in public and private institutions. More time and
effort may have to be devoted to the private sector since it is in
this area where data is most scarce.

2) If the utilization of existing information systems for both public
and private sectors is not feasible, a basic financial data collec-
tion system which will maximize use of data produced in private
hospitals and other health institutions can be devised to allow
comparisons across institutions over time. In setting up this
system, emphasis may be given to broad orders of magnitude
rather than precise accounting for each source of funds.

3) Once this data collection system s in place, it canbe used as a
benchmark for policy studies which can seek to:

3.1 identify areas where the nature, size or appropriateness of
finances promote or frustrate health policy objectives;
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3.2 show where resources could be used more efficiently;

3.3 demonstrate any lack of equity inthe use of resourcesinthe
public or private sectors;

3.4 draw attention to alterative ways of tapping resources;

3.5 determine the gap between the financial resources likely to
be obtained and the resources needed to move towards
certain goals. (Mach and Abel-Smith 1983: 14).

4) The studies reviewed above already indicate certain character-
istics of the existing health financing systems, i.e., the regressive
nature of the MEDICARE, the factors which determine the
demand for public and private health services in certain regions
of the country, the levels and sources of funds raised by commu-
nities. Policymakers can start determining whether these find-
ings constitute adequate basis for policy review and revision.

Afinal note of caution may be in order for this review. The determina-
tion of the monetary value of the public and private resources that gointo the
production of health services will definitely help in the estimation of how
much funds will be necessary to provide these services. Itis hoped however
that the generation of this information will lead to greater equity in the
distribution of resources rather than intensify the current tendency to
commodify health services and thus renderthem even more inaccessible to
the greater majority of the Filipino.
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